
Request approval of a Trauma Center Service Agreement with Antelope Valley 
Hospital and amendment of current Trauma Center Service Agreements.

SUBJECT

March 30, 2010

The Honorable Board of Supervisors
County of Los Angeles
383 Kenneth Hahn Hall of Administration
500 West Temple Street
Los Angeles, California 90012

Dear Supervisors:

APPROVAL OF TRAUMA CENTER SERVICE AGREEMENT AND 
AMENDMENT OF CURRENT TRAUMA CENTER SERVICE AGREEMENTS

(ALL SUPERVISORIAL DISTRICTS)
(3 VOTES)

IT IS RECOMMENDED THAT YOUR BOARD:

1.  Authorize the Interim Director of Health Services (Interim Director), or his 
designee, to execute a Trauma Center Service Agreement (TCSA) with 
Antelope Valley Hospital (AVH) effective upon Board approval, through June 
30, 2010.

2.  Authorize the Interim Director, or his designee, to execute amendments to 
the existing TCSAs with current providers, to reflect the addition of AVH as a 
new trauma center effective upon Board approval.

3.  Approve funding for the TCSAs with existing trauma centers and AVH for a 
maximum additional obligation of $200,000 for an intergovernmental transfer 
(IGT) for payment to the State to draw down Medi-Cal matching funds (Federal 
Financial Participation).
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1.  Authorize the Interim Director of Health Services (Interim Director), or his 
designee, to execute a Trauma Center Service Agreement (TCSA) with 
Antelope Valley Hospital (AVH) effective upon Board approval, through June 
30, 2010.

2.  Authorize the Interim Director, or his designee, to execute amendments to 
the existing TCSAs with current providers, to reflect the addition of AVH as a 
new trauma center effective upon Board approval.

3.  Approve funding for the TCSAs with existing trauma centers and AVH for a 
maximum additional obligation of $200,000 for an intergovernmental transfer 
(IGT) for payment to the State to draw down Medi-Cal matching funds (Federal 
Financial Participation).

PURPOSE/JUSTIFICATION OF RECOMMENDED ACTION

Pursuant to the authority granted under California Health and Safety (H&S) Code Section 1798.160, 
the County maintains trauma facilities as part of the regional trauma care system for treatment of 
potentially seriously injured persons.  Division 2.5 of the H&S Code authorizes the local Emergency 
Medical Services (EMS) Agency to designate Trauma Centers as part of the regional trauma care 
system.  There are currently 11 non-County and two County-operated trauma centers in the County 
(Attachment A).  

Approval of the first recommendation will allow the Interim Director to execute a TCSA, Exhibit I, with 
AVH to enable the hospital to provide trauma services in the Antelope Valley area, increasing the 
County's ability to provide timely trauma services.

Approval of the second recommendation will allow the Interim Director to execute an amendment to 
the current TCSAs, substantially similar to Exhibit II, to reflect the addition of AVH as a new trauma 
center.

Approval of the third recommendation will allow the Interim Director to fund an additional $200,000 
for the existing trauma centers and AVH through June 30, 2010.  Currently, it is estimated that AVH 
treats an average of three County responsible patients per month that meet trauma criteria and 
would now be eligible for reimbursement by the program.  This additional funding includes the 
County’s share of the funding for these patients and the estimated base hospital service payment to 
AVH through June 2010.

The Antelope Valley area is one of the County's fastest-growing and yet underserved areas in terms 
of available trauma care.  Currently, trauma patients from this area meeting the County's existing 
trauma triage criteria, require air transportation to a designated trauma center.  The approval of AVH 
as a Level II trauma center will provide a critical service to this underserved community, reduce 
transportation time for the critically injured trauma patient, and decrease the use of air transportation. 
 The need for air transport in this area cannot be completely eliminated as it remains the best 
alternative when trauma centers or other specialty centers are not accessible due to topography, 
distance and/or traffic congestion.  Due to the size and terrain of AVH's catchment area, many 
critically injured adult patients will still require air transport to AVH.  In addition, because AVH is not 
approved for pediatric trauma care, pediatric patients will continue to require air transport to 
Children’s Hospital Los Angeles or Ronald Reagan University of California, Los Angeles (UCLA) 
Medical Center to ensure timely and appropriate care.

Implementation of Strategic Plan Goals

The recommended actions support Goal 4, Health and Mental Health of the County's Strategic Plan.

FISCAL IMPACT/FINANCING

For Fiscal Year (FY) 2009-10, the maximum obligation for the inclusion of AVH in the Los Angeles 
County Trauma Center System is approximately $200,000. This includes a lump-sum payment of 
approximately $100,000 to increase the lump-sum patient care funding for the existing 11 non-
County trauma centers and AVH, and a lump-sum payment of approximately $100,000 to AVH for 
providing base station hospital services.  The base station component is a prorated amount based 
on three months of operation for FY 2009-10.  These funds will be used to increase the IGT to draw-
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down federal Medi-Cal matching funds for the non-county trauma centers, excluding Ronald Reagan 
UCLA Medical Center, which as a public institution participates in a program that precludes it from 
receiving Medi-Cal matching funds.  

The IGT for payment to the State in the amount of $200,000 to draw down Medi-Cal matching funds 
could result in up to $400,000 in additional funding for trauma services through June 30, 2010.  
These amounts include adjustments for the Measure B property assessment rate increase and 
parcel increases in accordance with the provisions in the TCSA.  

Funding for $200,000 is included in the Measure B Trauma Property Assessment FY 2009-10 Final 
Budget.

FACTS AND PROVISIONS/LEGAL REQUIREMENTS

On October 11, 1983, your Board approved the first TCSAs under the Los Angeles County Trauma 
Program to provide funding for otherwise unreimbursed trauma care, to help ensure the availability 
of trauma care within Los Angeles County.

On June 17, 2008, your Board approved the most recent TCSAs for the provision of trauma and 
emergency services in FYs 2008-09 and 2009-10 with a total two-year maximum obligation of $62.4 
million.  

The existing TCSAs expire on June 30, 2010. The Department of Health Services has initiated 
negotiations with the non-County trauma centers and will establish payment provisions to be 
included in a replacement Agreement to be brought forward to your Board for approval.

Trauma care is vital to public health and safety.  Trauma centers save lives by providing immediate 
coordination of highly specialized care for the most life-threatening injuries. In communities with 
access to trauma care centers, mortality and morbidity rates from traumatic injuries are significantly 
reduced.

The EMS Agency conducted an on-site review on November 10, 2009 to assess AVH's ability to 
comply with contractual requirements, and readiness to function as a new Trauma Center.  The EMS 
Agency notified AVH in December 2009 that all requirements had been met for designation as a 
Trauma Center.

On November 18 and 19, 2009, AVH was evaluated by the American College of Surgeons and the 
EMS Agency for designation as a Trauma Center.  The evaluation determined that AVH met all of 
the requirements to be designated as a Trauma Center. 

Approval of the TCSA with AVH and the designation of AVH as a trauma center will augment the 
County's ability to provide trauma services.

County Counsel has approved Exhibits I and II as to use and form.

CONTRACTING PROCESS

Not applicable.
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IMPACT ON CURRENT SERVICES (OR PROJECTS)

Approval of these recommendations will allow the provision of trauma and emergency services to 
continue uninterrupted, while providing access to trauma services in the Antelope Valley.

Respectfully submitted,

JOHN F. SCHUNHOFF, Ph.D.

Interim Director

JFS:cc

Enclosures

Chief Executive Office
County Counsel
Executive Office, Board of Supervisors
Emergency Medical Services Commission
Hospital Association of Southern California

c:
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ATTACHMENT A

TRAUMA CENTERS

NON-COUNTY TRAUMA CENTERS

1. California Hospital Medical Center

2. Cedars-Sinai Medical Center

3. Childrens Hospital Los Angeles

4. Henry Mayo Newhall Memorial Hospital

5. Huntington Memorial Hospital

6. Long Beach Memorial Hospital

7. Northridge Hospital Medical Center

8. Providence Holy Cross Medical Center

9. St. Francis Medical Center

10. St. Mary Medical Center

11. Ronald Reagan UCLA Medical Center

COUNTY-OPERATED TRAUMA CENTERS

1. Harbor/UCLA Medical Center

2. LAC+USC Medical Center



EXHIBIT I

TRAUMA CENTER SERVICE AGREEMENT
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EXHIBIT I

Contract # _________

TRAUMA CENTER SERVICE AGREEMENT

THIS AGREEMENT is made and entered into this day

of , 2010,

by and between COUNTY OF LOS ANGELES
(hereafter "County"),

and ANTELOPE VALLEY HOSPITAL
(hereafter "Contractor").

WHEREAS, various general acute care hospitals located within

Los Angeles County have been identified by County as hospitals

which are uniquely staffed and equipped to provide appropriate

care to emergency patients who suffer major trauma; and

WHEREAS, Contractor is willing to accept and care for trauma

patients at hospital under County's advanced trauma system and in

accordance with the terms and conditions which follow herein; and

WHEREAS, Contractor, by virtue of the parties' execution of

this Agreement, is a County designated Trauma Center; and

WHEREAS, this Agreement establishes funding available to

Contractor for certain services performed during the term of this

Agreement for services to be performed by Contractor described

herein in accordance with the terms and conditions under this

Agreement; and

WHEREAS, Contractor has agreed to use its best efforts to
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maintain continuous participation as a County-designated Trauma

Center and Paramedic Base Hospital during the term of this

Agreement; and

WHEREAS, the Agreement is authorized by Health and Safety

Code Sections 1797.204, 1797.252, and 1798.170, Government Code

Section 26227, as well as by provisions of Welfare and

Institutions Code Section 16946.

NOW, THEREFORE, the parties agree as follows:

1. TERM:

A. This Agreement supersedes all other previous agreements

entitled “Trauma Center Service Agreement” and shall

commence effective upon Board approval, and it shall

remain in full force and effect until June 30, 2010,

without further action of the parties. In any event,

County may terminate this Agreement in accordance with

the TERMINATION Paragraphs of the ADDITIONAL PROVISIONS

hereunder.

B. Notwithstanding any other provision of this Agreement,

Director of County's Department of Health Services or

his duly authorized designee (jointly hereafter

referred to as "Director") may immediately suspend this

Agreement at any time if Contractor’s license to

operate basic or comprehensive emergency services is
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revoked or suspended. If such licensure, suspension,

or revocation remains in effect for a period of at

least sixty (60) days, Director may terminate this

Agreement upon giving at least thirty (30) days prior

written notice to Contractor.

C. Notwithstanding any other provision hereof, Director

may suspend this Agreement immediately upon giving

written notice to Contractor, if Contractor, its

agents, subcontractors, or employees at Contractor may

be engaging in a continuing course of conduct which

poses an imminent danger to the life or health of

patients receiving or requesting medical care and

services at Contractor. Any such action by Director

shall be subject to the "due process" procedures

established in Paragraph 16 hereinbelow.

D. Notwithstanding any other provision of this Agreement,

in the event the County makes a final decision to

implement a central hospital base station concept,

Director may withdraw the requirement that Contractor

maintain designation as a base hospital, furnish base

hospital services, and meet all requirements set forth

in Exhibit "F", Paramedic Base Hospital Requirements,

attached hereto and incorporated herein by reference by
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giving Contractor at least one-hundred eighty (180)

days prior written notice thereof. This provision

shall not affect County’s right to terminate this

Agreement for cause under Paragraph 37 of the

Additional Provisions of the Agreement.

E. Notwithstanding any other provision of this Agreement,

either party may terminate this Agreement with or

without cause by giving the other party at least sixty

(60) days prior written notice thereof. This provision

shall not affect County’s right to terminate this

Agreement for cause under Paragraph 37 of the

Additional Provisions of the Agreement.

F. If the State EMS Authority and the State EMS Commission

disapprove for any reason the County's trauma system

plan, County may terminate this Agreement by providing

written notice to Contractor of the State's action, and

by setting forth in the notice an effective date of

termination which is no less than thirty (30) days from

the date of the County's receipt of notification of the

State's action, but which is no more than sixty (60)

days from said date.

G. In accordance with this Agreement, Contractor may,

during the term of this Agreement, submit claims for
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services provided to eligible indigent patients. In

consideration for services to be performed by

Contractor under this Agreement, these claims will be

reimbursed at the all-inclusive rates set forth in

Exhibit B.

2. ADDITIONAL PROVISIONS: Attached hereto and incorporated

herein by reference, is a document labeled "ADDITIONAL

PROVISIONS". The terms and conditions therein contained are

part of this Agreement.

3. SPECIFIC RESPONSIBILITIES OF COUNTY'S DEPARTMENT OF HEALTH

SERVICES (COUNTY'S LOCAL EMERGENCY MEDICAL SERVICES (EMS)

AGENCY):

A. The Department of Health Services ("Department") shall

develop and monitor compliance with triage protocols

and procedures for County's trauma system.

B. The Department shall be responsible for the development

and ongoing evaluation and Performance Improvement of

the trauma system.

C. The Department shall be responsible for periodic

performance evaluations of the trauma system, which

shall be conducted at least every three (3) years in

conjunction with the American College of Surgeons

review. The evaluation shall be based, in part, on
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requirements described in Exhibit "A.I", Level I Trauma

Center Requirements, Exhibit "A.II", Level II Trauma

Center Requirements, Exhibit "A.III", Level I Pediatric

Trauma Center Requirements, and Exhibit "A.IV", Level

II Pediatric Trauma Center Requirements, attached

hereto and incorporated herein by reference. Results

of the trauma evaluation shall be made available to

individual participants.

D. The Department shall implement policies and procedures

for quality improvement in order to monitor the

appropriateness and quality of care rendered to trauma

patients in Los Angeles County as described under

Paragraph 15 hereinbelow.

E. The Department shall be responsible for maintaining a

source of reimbursement for eligible indigent patients

described in Exhibit "B", Provisions For Reimbursement

of Eligible Indigent Patients, attached hereto and

incorporated herein by reference.

F. One or more individuals within the Department shall be

designated by Director to liaise with all Los Angeles

County designated Trauma Centers with respect to

matters affecting County's advanced trauma system.

G. The Department shall be responsible for ensuring that
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Trauma Centers and other hospitals that treat trauma

patients participate in the data and quality

improvement process.

H. The Department shall be responsible for ensuring that

patient inclusion in the data collection system is

based on Exhibit "C", Patient Inclusion in the Trauma

Center Data System, attached hereto and incorporated

herein by reference.

I. The Trauma Center data collection system requirements

are described and set forth in Exhibit "D", Trauma

Center Data Collection System, attached hereto and

incorporated herein by reference. The Department shall

comply with all Department responsibilities for the

Trauma Center data collection system in Exhibit "D".

J. The Department, after consultation with and advice from

the Emergency Medical Services Commission ("EMSC"), EMS

Data Advisory Committee shall maintain a comprehensive

Trauma Center data collection system. The composition

of the EMS Data Advisory Committee, is described in

Exhibit "E", Data Advisory Committee Membership,

attached hereto and incorporated herein by reference.

K. The Department shall monitor the trauma patient

catchment area defined for Contractor to ensure that
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trauma patients are triaged appropriately to

Contractor. Contractor acknowledges receipt of a map

defining its catchment area as of the date of execution

of this Agreement.

L. The Department may modify trauma patient catchment

areas from time to time to meet the needs of the

advanced trauma system. In the event that a catchment

area is to be changed, then sixty (60) days prior to

the effective date of the change, the Department shall

give written notice to all designated Trauma Centers.

All impacted Trauma Centers which are not County

operated, including Contractor, shall be afforded the

opportunity to provide written statements regarding the

proposed change. If Contractor is adversely affected

by the change of the catchment areas, Contractor shall

be provided with "due process" as specified in

Paragraph 16 hereinbelow prior to the change in the

catchment areas.

M. In the event that an existing Trauma Center ceases to

participate in the advanced trauma system, the

Department shall first attempt to reconfigure the

trauma patient catchment areas so as to provide

coverage for the area no longer served by such hospital
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by utilizing existing Trauma Centers. If coverage

cannot be provided by the use of existing Trauma

Centers, the Director shall give written notice to

Contractor and to all concerned designated Trauma

Centers of any Department intention to seek a new

hospital to provide the coverage. Contractor and all

other concerned designated Trauma Centers shall have

the opportunity to provide written statements to

Director within ten (10) days of receipt of such

notification regarding the proposed change. If

Contractor believes it would be adversely affected by

the addition of a new Trauma Center in such

circumstances, Contractor may present its complaint in

accordance with the "due process" provisions specified

in Paragraph 16 hereinbelow prior to County designation

of the new Trauma Center.

N. Interim System Re-Configuration. The Department may,

on an interim basis, restructure the trauma system as

it deems necessary, in those instances when a

Contractor gives notice that it is withdrawing from the

system or when a Contractor is suspended or terminated

from the prehospital care system. In the event that an
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interim restructuring occurs, any affected Contractor

shall be given the opportunity to provide written and

oral statements regarding the restructuring to the

local EMS agency. The affected existing Contractors

shall be provided with the "due process" procedures as

specified in Paragraph 16 hereinbelow.

O. The Department shall follow the trauma system policy

which addresses the coordination with all health care

organizations within the trauma system to facilitate

the transfer of an organization member in accordance

with the criteria set forth in Paragraph 11

hereinbelow.

4. SPECIFIC RESPONSIBILITIES OF CONTRACTOR:

A. Contractor shall furnish Trauma Center services to

patients in need thereof who are delivered, or present

themselves, to Contractor. In the provision of such

services, Contractor shall comply at all times during

the term of this Agreement with the staffing criteria

and other requirements of applicable Exhibits "A.I" -

"A.IV".

B. The Contractor shall comply with the reimbursement

process for eligible indigent patients described in

Exhibit "B", attached hereto and incorporated herein by
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reference.

C. The Contractor shall include only those patients that

meet inclusion in the data collection system based on

Exhibit "C", attached hereto and incorporated herein by

reference.

D. The Contractor shall comply with all Contractor

responsibilities for the Trauma Center data collection

system in Exhibit "D", attached hereto and incorporated

herein by reference.

E. It is understood and agreed that medical care furnished

to patients pursuant to this Agreement shall be

provided by physicians duly licensed to practice

medicine in the State of California, and the agreement

by Contractor to arrange for the furnishing of such

treatment at hospital is not to be construed as

Contractor entering into the practice of medicine.

This provision shall not limit the right of

practitioners or nursing personnel affiliated with or

employed by Contractor at hospital to render any and

all services within the scope of their professional

licensure or certification, as permitted by

Contractor’s rules, regulations, and policies with

respect thereto.
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F. Contractor shall maintain designation as a base

hospital, furnish base hospital services, and meet all

requirements set forth in Exhibit "F", Paramedic Base

Hospital Requirements, attached hereto and incorporated

herein by reference. The foregoing base hospital

requirement shall not apply to Childrens Hospital Los

Angeles or to a Contractor that has lost its

designation as a base hospital in accordance with

Paragraph 1(D) of this Agreement.

5. INDEMNIFICATION: Contractor shall indemnify, defend, and

hold harmless County, elected and appointed officers,

employees, and agents from and against any and all

liability, including but not limited to demands, claims,

actions, fees, costs, and expenses (including attorney and

expert witness fees), arising from or connected with

Contractor’s acts and/or omissions arising from and/or

relating to this Agreement.

County shall indemnify, defend, and hold harmless

Contractor and its officers, employees and agents, from and

against any and all liability, including but not limited to

demands, claims, actions, fees, costs and expenses

(including attorney and expert witness fees), arising from

or connected with County’s acts and/or omissions arising
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from and/or relating to this Agreement.

6. GENERAL PROVISIONS FOR ALL INSURANCE COVERAGE: Without

limiting Contractor's indemnification of County, and in the

performance of this Agreement and until all of its

obligations pursuant to this Agreement have been met,

Contractor shall provide and maintain at its own expense

insurance coverage satisfying the requirements specified in

Section 6 of this Agreement. These minimum insurance

coverage terms, types and limits (the “Required Insurance”)

also are in addition to and separate from any other

contractual obligation imposed upon Contractor pursuant to

this Agreement. The County in no way warrants that the

Required Insurance is sufficient to protect the Contractor

for liabilities which may arise from or relate to this

Agreement.

A. Evidence of Coverage and Notice to County

 Certificate(s) of insurance coverage (Certificate)

satisfactory to County, and a copy of an

Additional Insured endorsement confirming County

and its Agents (defined below) has been given

Insured status under the Contractor’s General

Liability policy, shall be delivered to County at
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the address shown below and provided prior to

commencing services under this Agreement.

 Renewal Certificates shall be provided to County

not less than 10 days prior to Contractor’s policy

expiration dates. The County reserves the right

to obtain complete, certified copies of any

required Contractor and/or Sub-Contractor

insurance policies at any time.

 Certificates shall identify all Required Insurance

coverage types and limits specified herein,

reference this Agreement by name or number, and be

signed by an authorized representative of the

insurer(s). The Insured party named on the

Certificate shall match the name of the Contractor

identified as the contracting party in this

Agreement. Certificates shall provide the full

name of each insurer providing coverage, its NAIC

(National Association of Insurance Commissioners)

identification number, its financial rating, the

amounts of any policy deductibles or self-insured

retentions exceeding fifty thousand ($50,000.00)
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dollars, and list any County required endorsement

forms.

 Neither the County’s failure to obtain, nor the

County’s receipt of, or failure to object to a

non-complying insurance certificate or

endorsement, or any other insurance documentation

or information provided by the Contractor, its

insurance broker(s) and/or insurer(s), shall be

construed as a waiver of any of the Required

Insurance provisions.

Certificates and copies of any required

endorsements shall be sent to:

County of Los Angeles
Department of Health Services
Contracts and Grants Division
313 N. Figueroa Street, 6E
Los Angeles, CA 90012
Attention: Director, Contract

Administration & Monitoring

And

County of Los Angeles
Department of Health Services
Emergency Medical Services Agency
10100 Pioneer Boulevard, Suite 200
Santa Fe Springs, CA 90670

Contractor also shall promptly report to County any

injury or property damage accident or incident,
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including any injury to a Contractor employee occurring

on County property, and any loss, disappearance,

destruction, misuse, or theft of County property,

monies or securities entrusted to Contractor.

Contractor also shall promptly notify County of any

third party claim or suit filed against Contractor or

any of its Sub-Contractors which arises from or relates

to this Agreement, and could result in the filing of a

claim or lawsuit against Contractor and/or County.

B. Additional Insured Status and Scope of Coverage

The County of Los Angeles, its Special Districts,

Elected Officials, Officers, Agents, Employees and

Volunteers (collectively County and its Agents) shall

be provided additional insured status under

Contractor’s General Liability policy with respect to

liability arising out of Contractor’s ongoing and

completed operations performed on behalf of the County.

County and its Agents additional insured status shall

apply with respect to liability and defense of suits

arising out of the Contractor’s acts or omissions,

whether such liability is attributable to the

Contractor or to the County. The full policy limits
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and scope of protection also shall apply to the County

and its Agents as an additional insured, even if they

exceed the County’s minimum Required Insurance

specifications herein. Use of an automatic additional

insured endorsement form is acceptable providing it

satisfies the Required Insurance provisions herein.

C. Cancellation of Insurance

Except in the case of cancellation for non-payment of

premium, Contractor’s insurance policies shall provide,

and Certificates shall specify, that County shall

receive not less than thirty (30) days advance written

notice by mail of any cancellation of the Required

Insurance. Ten (10) days prior notice may be given to

County in event of cancellation for non-payment of

premium.

D. Failure to Maintain Insurance

Contractor’s failure to maintain or to provide

acceptable evidence that it maintains the Required

Insurance shall constitute a material breach of the

Agreement, upon which County immediately may withhold

payments due to Contractor, and/or suspend or terminate

this Agreement. County, at its sole discretion, may
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obtain damages from Contractor resulting from said

breach.

E. Insurer Financial Ratings

Coverage shall be placed with insurers acceptable to

the County with A.M. Best ratings of not less than

A:VII unless otherwise approved by County.

F. Contractor’s Insurance Shall Be Primary

Contractor’s insurance policies, with respect to any

claims related to this Agreement, shall be primary with

respect to all other sources of coverage available to

Contractor. Any County maintained insurance or self-

insurance coverage shall be in excess of and not

contribute to any Contractor coverage.

G. Waivers of Subrogation

To the fullest extent permitted by law, the Contractor

hereby waives its rights and its insurer(s)’ rights of

recovery against County under all the Required

Insurance for any loss arising from or relating to this

Agreement. The Contractor shall require its insurers

to execute any waiver of subrogation endorsements which

may be necessary to effect such waiver.

H. Insurance Coverage Requirements for Non-physician
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Subcontractors

Except as set forth below, Contractor shall include all

Non-physician Subcontractors (e.g. pump technicians) as

insureds under Contractor’s own policies, or shall

provide County with each Subcontractor’s separate

evidence of insurance coverage. Contractor shall be

responsible for verifying each Sub-Contractor complies

with the Required Insurance provisions herein, and

shall require that each Subcontractor name the County

and Contractor as additional insureds on the

Subcontractor’s General Liability policy. Contractor

shall obtain County’s prior review and approval of any

Subcontractor request for modification of the Required

Insurance.

I. Insurance Coverage Requirements for Affiliate

Physicians

Contractor shall ensure that any and all physicians,

either individually, or by or through a related medical

group, physician group, or independent physician

association where appropriate, with privileges to

perform or otherwise performing any services covered

under this Agreement on premises of or used by
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Contractor maintain professional liability insurance

covering liability arising from any error, omission,

negligent, or wrongful act of such physician(s) with

limits of not less than One Million Dollars

($1,000,000) per occurrence and Three Million Dollars

($3,000,000) aggregate. The coverage also shall

provide an extended two (2) year reporting period

commencing upon the termination or cancellation of this

Agreement, only if such coverage is consistent with the

industry standard in California.

J. Deductibles and Self-Insured Retentions (SIRs)

Contractor’s policies shall not obligate the County to

pay any portion of any Contractor deductible or SIR.

The County retains the right to require Contractor to

reduce or eliminate policy deductibles and SIRs as

respects the County, or to provide a bond guaranteeing

Contractor’s payment of all deductibles and SIRs,

including all related claims investigation,

administration and defense expenses. Such bond shall

be executed by a corporate surety licensed to transact

business in the State of California.

K. Claims Made Coverage
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If any part of the Required Insurance is written on a

claims made basis, any policy retroactive date shall

precede the effective date of this Agreement.

Contractor understands and agrees it shall maintain

such coverage for a period of not less than three (3)

years following Agreement expiration, termination or

cancellation.

L. Application of Excess Liability Coverage

Contractors may use a combination of primary, and

excess insurance policies which provide coverage as

broad as (“follow form” over) the underlying primary

policies, to satisfy the Required Insurance provisions.

M. Separation of Insureds

All liability policies shall provide cross-liability

coverage as would be afforded by the standard ISO

(Insurance Services Office, Inc.) separation of

insureds provision with no insured versus insured

exclusions or limitations.

N. Alternative Risk Financing Programs

The County reserves the right to review, and then

approve, Contractor use of self-insurance, risk

retention groups, risk purchasing groups, pooling
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arrangements and captive insurance to satisfy the

Required Insurance provisions. The County and its

Agents shall be designated as an Additional Covered

Party under any approved program.

O. County Review and Approval of Insurance Requirements

The County reserves the right to review and adjust the

Required Insurance provisions, conditioned upon

County’s determination of changes in risk exposures.

7. INSURANCE COVERAGE

A. Commercial General Liability insurance (providing scope

of coverage equivalent to ISO policy form CG 00 01),

naming County and its Agents as an additional insured,

with limits of not less than:

General Aggregate: $2 million

Products/Completed

Operations Aggregate: $1 million

Personal and Advertising Injury: $1 million

Each Occurrence: $1 million

B. Automobile Liability insurance (providing scope of

coverage equivalent to ISO policy form CA 00 01) with

limits of not less than $1 million for bodily injury

and property damage, in combined or equivalent split

limits, for each single accident. Insurance shall
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cover liability arising out of Contractor’s use of

autos pursuant to this Agreement, including owned,

leased, hired, and/or non-owned autos, as each may be

applicable.

C. Workers Compensation and Employers’ Liability insurance

or qualified self-insurance satisfying statutory

requirements, which includes Employers’ Liability

coverage with limits of not less than $1 million per

accident. If Contractor will provide leased employees,

or, is an employee leasing or temporary staffing firm

or a professional employer organization (PEO), coverage

also shall include an Alternate Employer Endorsement

(providing scope of coverage equivalent to ISO policy

form WC 00 03 01 A) naming the County as the Alternate

Employer, and the endorsement form shall be modified to

provide that County will receive not less than thirty

(30) days advance written notice of cancellation of

this coverage provision. If applicable to Contractor’s

operations, coverage also shall be arranged to satisfy

the requirements of any federal workers or workmen’s

compensation law or any federal occupational disease

law.
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D. Professional Liability/Errors and Omissions Insurance

covering Contractor’s liability arising from or related

to this Agreement, with limits of not less than $3

million per occurrence. Further, Contractor understands

and agrees it shall maintain such coverage for a period

of not less than three (3) years following this

Agreement’s expiration, termination or cancellation.

8. WAIVERS: Director may waive trauma center criteria

contained in Exhibits "A.I" - "A.IV", when it is determined

that the conditions necessitating the waiver request will be

in effect less than seventy-two (72) hours for any one

occurrence and that procedures exist to ensure that patient

care is not jeopardized. Waivers may, upon discretion of

Director, include but not be limited to, the following

instances:

A. Temporary inability of Contractor to meet staffing

requirements with regard to trauma team or any in-house

or on-call or second call physicians whose absence, as

determined by Director, would not jeopardize the

welfare of trauma patients.

B. Temporary loss of function or restricted capacity of

any of the special facilities, resources or

capabilities of Contractor, if such loss or restriction
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would not jeopardize the welfare of trauma patients.

County recognizes that routine servicing and subsequent

temporary inoperability ("down time") of the

Computerized Tomography (CT) scanner does not require

invocation of a waiver.

Contractor shall direct its waiver request to

Director's office. If a waiver is given, Contractor

shall re-contact Director as soon as the temporary

staffing or the equipment deficiency for which the

waiver was given has been resolved. If a deficiency

has not been corrected within the time deemed

appropriate by Director, Director may temporarily

suspend Contractor’s designation as a Trauma Center.

In this event, Contractor shall notify surrounding base

hospitals and Trauma Centers, and paramedic provider

agencies serving Contractor’s area that it is on

temporary bypass status. When the deficiency

necessitating bypass status has been corrected,

Director may lift the suspension, and Contractor shall

immediately notify such surrounding hospitals.

9. STANDARDS OF CARE:

A. Contractor shall provide for supervision and monitoring

of care rendered under the terms of this Agreement in
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accordance with the recognized standards thereof

through regular review of patient medical records by

Contractor’s appropriately designated medical staff

committee(s) at hospital. In addition, Contractor

shall provide for specific quality improvement

activities as described in the QUALITY IMPROVEMENT

Paragraph 15, hereinbelow.

B. Contractor shall:

(1) maintain Contractor’s accreditation by the Joint

Commission (JC) and be in conformance at hospital

with the standards of the JC which apply to the

provision of emergency medical services.

(2) not subject trauma patients to avoidable delay in

receiving necessary medical care at Contractor

pending financial arrangements.

10. NUMBER OF PATIENTS TO BE TREATED: While the parties

contemplate that persons suffering major trauma at locations

near Contractor will normally be delivered to Contractor for

care, the parties recognize that County can make no

guarantee in this regard and further that County is unable

to assure that any minimum number of trauma patients will be

delivered to Contractor during the term of this Agreement.

11. PATIENT TRANSFERS:
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A. Patients to whom service is being provided hereunder

may be transferred between and from trauma centers to

other medical facilities, including County-operated

facilities, in compliance with JC standards, Title 22

of the California Administrative Code, Emergency

Medical Treatment and Active Labor Act (EMTALA), and

other laws and protocols governing such transfers,

providing that:

(1) any transfer shall be, as determined by the trauma

center surgeon of record, medically prudent; and

(2) in accordance with local EMS agency interfacility

transfer policies; and

(3) the transfer may not be refused if the receiving

facility has the capacity to accept.

B. Contractor agrees to continue to provide services

hereunder until a patient is transferred.

C. Contractor shall have written transfer agreements with

trauma centers. Contractor shall develop written

criteria for consultation and transfer of patients

needing a higher level of care.

D. To the extent that it is not contrary to, or

inconsistent with, any Federal or State law, regulation

or policy, the County shall take the necessary steps to
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ensure that preference is given to Contractor seeking

to effectuate a medically prudent transfer of a patient

to a County owned facility.

E. Contractor or other responsible party shall be

financially liable for transportation of patients for

whom services are rendered hereunder and who are being

transferred from Contractor to any other facility.

Nothing herein shall prevent Contractor from billing

the patient or other financially responsible party for

such services.

12. TRAUMA CENTER SIGNS: Contractor may, at its own expense,

identify itself as a Trauma Center by placing signs to that

effect on Contractor’s grounds. Such signs shall exclude

any reference to the level of its County designation and

shall otherwise conform to local government regulations.

13. TRAUMA TEAM: Contractor agrees to designate trauma teams,

whose members must include the general surgeon, and other

team members as appropriate to respond to all trauma codes

called either from the field or from the hospital. Upon

activation of the trauma code, appropriate team members

shall be available as defined in regulations and shall

assemble in the trauma resuscitation area.

14. TRAUMA CENTER FEES: By payment as set forth in this
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paragraph, Contractor agrees to offset a portion of the cost

of the data collection effort excluding new hardware, the

data management system, and a portion of the County’s

administrative costs for the trauma system and base hospital

operation. The annual Trauma Center/Base Hospital fee for

Fiscal Years 2008-09 and 2009-10 shall be Fifty-One Thousand

Two Hundred Twenty-Seven Dollars ($51,227) and Fifty-Two

Thousand Seven Hundred and Eighty-Two Dollars ($52,782),

respectively, for each Contractor and is due on or before

August 31 of the fiscal year. Since the base hospital

requirement does not apply to Childrens Hospital Los

Angeles, as noted in Paragraph 4. SPECIFIC RESPONSIBILITIES

OF CONTRACTOR, Section F., the annual Trauma Center fee for

Childrens Hospital Los Angeles for Fiscal Years 2008-09 and

2009-10 shall be Thirty-Nine Thousand Six Hundred and

Seventy Dollars ($39,670) and Forty-One Thousand and Twenty-

Eight Dollars ($41,028), respectively, and is due on or

before August 31 of the fiscal year.
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If this Agreement is revoked, cancelled, or otherwise

terminated on a date other than June 30, the amount

reflected herein above for such term shall be prorated, and

a reduced amount, based upon the actual number of days of

such term that the Agreement is in effect, shall be due

County hereunder. If the greater sum has already been paid

by Contractor, County shall refund the difference between

that payment and the prorated amount.

If this Agreement is revoked, cancelled, or terminated

because of Contractor’s failure to maintain the trauma

system criteria as described in applicable Exhibits "A.I" -

"A.IV", or failure to maintain an acceptable level of trauma

care as determined by community standards, Contractor shall

not be eligible for any such refund.

In any event, County shall refund to Contractor its

prorated share of remaining funds contributed by designated

County Trauma Centers to the data collection system, if the

total cost of such programs, as determined by the County’s

Auditor Controller and Director in accordance with standard

auditing and accounting practices, is found to be less than

the total amount contributed by designated Trauma Centers.

15. QUALITY IMPROVEMENT:

A. Specific rights of the Department:

(1) Director may from time to time review Contractor’s

policies and procedures regarding quality
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improvement as they pertain to care rendered under

this Agreement.

(2) Director may request Contractor to verify that

internal follow up is occurring by Contractor on a

particular case under review by the Department.

Contractor shall respond in writing within fifteen

(15) days of Director's written request.

B. Specific responsibilities of Contractor:

(1) Contractor shall conduct a detailed audit of:

(a) all trauma related deaths;

(b) all trauma patient transfers;

(c) all major complications.

(2) Contractor shall abide by the following

requirements concerning case audit:

(a) Audit attendances must be documented by

signature and rosters retained by Contractor;

(b) Audit minutes must be recorded and retained

by Contractor.

(3) All such records shall be available to designees

duly authorized by Director during the term of

this Agreement and for a period of seven (7) years

thereafter upon request of Director.

(4) Contractor shall further advise Director, upon

request, what corrective action was taken on

specific cases.
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16. DUE PROCESS:

A. Notice of Proposed Adverse Action: In all cases in

which the Director has the authority to, and pursuant

to this authority, has taken any of the actions

constituting grounds for hearing as hereafter set forth

in Subparagraph 16.B., Contractor shall promptly be

given written notice of the specific charges and

factual basis upon which the Director's action is

based. With the exception of summary suspensions or

summary suspension with intent to terminate, Contractor

shall be afforded a right to request a hearing before

implementation of any of the actions which constitute

grounds for a hearing. Contractor shall have thirty

(30) days following the receipt of such notice within

which to file with Director a request for hearing

before the EMSC.

B. Grounds for Hearing: Any one or more of the following

actions constitute grounds for a hearing: summary

suspension of Contractor as a Trauma Center; summary

suspension with intent to terminate Agreement; Trauma

Center operational and programmatic changes wherein

Contractor has been given specific rights herein to

request a hearing; modifications to Contractor’s trauma

patient catchment area; and the proposed addition of a

new hospital as a Trauma Center when Contractor
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believes it would be adversely affected by such

addition. Nothing in this paragraph 16 shall affect

County's right to terminate Agreement under

subparagraph 1.D.

C. Summary Suspension or Summary Suspension with Intent To

Terminate: In the case of summary suspensions or

summary suspension with intent to terminate this

Agreement, Contractor, at its election, shall have the

right to request in writing that Director reconsider

the summary suspension action. Director shall act on

this request for reconsideration within ten (10) days

after the receipt of the reconsideration request.

Contractor representatives shall be given an

opportunity to meet with Director to discuss the

alleged basis for the summary action.

Within ten (10) days following the meeting with

Director, or within ten (10) days following the summary

suspension action, Director shall issue a written

decision to Contractor regarding the summary

suspension. This decision may be that the suspension

be continued for a particular time or upon particular

condition, that the summary suspension be terminated,

that Agreement be terminated, that other conditions be

imposed on Contractor, or such other action as may seem

warranted. If Director takes any action other than
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full and immediate termination of the summary

suspension, Contractor may request a hearing on the

summary suspension before the EMSC, as provided in this

Paragraph. Such request shall be in writing and

addressed to Director. Such request shall be delivered

to Director within five (5) days of Director's delivery

to Contractor of his/her written decision.

D. Time and Place of Hearing: Director shall, within

fifteen (15) days of receipt of a request for hearing,

file a request for the hearing with the EMSC. The EMSC

shall give notice to Contractor of the time, place, and

date of the hearing in accordance with EMSC rules and

procedures. The date of commencement of the hearing

shall be not less than thirty (30) days, nor more than

ninety (90) days from the filing of the request for a

hearing, subject to the convenience and approval of the

EMSC; however, if the request is received from

Contractor when Contractor is under a summary

suspension then in effect, Director shall attempt to

arrange a hearing before the EMSC as soon as possible.

E. Notice of Charges: As part of, or together with the

notice of hearing, Director shall state in writing, in

concise language, the acts or omissions with which

Contractor is charged or reasons for substantial

operational change or restructuring. If either party,
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by written notice, requests a list of individuals who

will appear on behalf of the other, then each party,

within ten (10) days of such request, shall furnish to

the other a list, in writing, of the names and

addresses of the individuals, so far as is then

reasonably known, who will give testimony or evidence

in support of that party at the hearing.

F. Hearing Procedure: At the hearing, subject to the

rules of the EMSC, both sides shall have the following

rights: to call and examine witnesses, to introduce

exhibits, and to rebut any evidence. The EMSC may

question witnesses.

G. Memorandum of Points and Authorities: Subject to the

rules of the EMSC, each party shall have the right to

submit a memorandum of points and authorities to the

EMSC.

H. Basis of Decision: Subject to the rules of the EMSC,

the EMSC decision on a hearing under this Agreement

shall be based upon the evidence produced at the

hearing. The evidence may consist of the following:

(1) oral testimony of the parties' representatives;

(2) documentary evidence introduced at the hearing;

(3) briefs or memorandum of points and authorities

presented in connection with the hearing;

(4) policies and procedures of the Department;
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(5) all officially noticed matters.

I. Record of Hearing: The parties understand that the

EMSC maintains a record of hearings by one or more of

the following methods: a shorthand reporter, a tape or

disc recording, or by its clerk's minutes of the

proceedings. If a shorthand reporter is specifically

requested in writing by Contractor or by Director, the

cost of same shall be borne by such party.

J. Decision of the EMSC: The decision of the EMSC shall

be effective and binding on the parties to the extent

permitted and prescribed in County Code Section

3.20.070B.

17. RESPONSIBILITY FOR INDIGENT PATIENTS: Nothing contained in

this Agreement is intended nor shall it be construed to

affect either party's existing rights, obligations, and

responsibilities with respect to care required by or

provided to indigent patients.

18. STATUS OF CONTRACTOR: The parties hereto agree that

Contractor, its officers, agents, and employees, including

its professional and nonprofessional personnel, shall act in

an independent capacity and not as officers, agents, or

employees of County and shall not have the benefits of

County employees. Except as may otherwise expressly be

provided hereunder, Contractor shall furnish all personnel,

supplies, equipment, space, furniture, insurance, utilities,
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and telephone necessary for performance of Contractor’s

responsibilities set forth in this Agreement. This

Paragraph shall not preclude or limit Contractor from

seeking reimbursement, contributions, tuition, or other

payments from the public or from non-County provider

agencies for services provided by Contractor hereunder where

entitlement thereto is permitted by law or by separate

contract.

19. INTERPRETERS: If Contractor is located in an area where

communication problems may exist because of a high

concentration of non-English-speaking residents, Contractor

shall provide interpreters in accordance with the

requirements for such services established under Section

70721, Title 22 of the California Administrative Code.

20. CONSUMER COMPLAINTS:

A. Contractor agrees to comply with all responsibilities

and related requirements applicable under Section

70707, Title 22 of the California Administrative Code,

to ensure that each patient receiving services

hereunder at Contractor is made aware of the following

information prior to discharge: the name, location,

and telephone number of Contractor’s representative

responsible for handling patient complaints; means,

including forms, for submitting complaints in writing

to that representative; a "Bill of Rights" defining
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patient prerogatives relative to matters on care,

services, communication, and registry of complaints.

B. Contractor shall, on request, furnish to Director,

copies of all trauma patient complaints, and the

results of Contractor’s investigation and action taken.

All of Contractor’s administrative files maintained on

such complaints shall be open to inspection by

Director. Such inspection rights shall not extend to

reports of medical staff committees, nor to incident

reports or other attorney-client communication or

materials qualifying for the attorney-client privilege.

21. NOTICES: Any and all notices required, permitted, or

desired to be given hereunder by one party to the other

shall be in writing and shall be delivered to the other

party personally or by United States mail, certified or

registered postage prepaid return receipt requested, to the

parties at the following addresses and to the attention of

the persons named. County’s Director shall have the

authority to issue all notices which are required or

permitted by County hereunder. Addresses and persons to be

notified may be changed by a party by giving at least ten

(10) calendar days prior written notice thereof to the

other.

A. Notices to County shall be addressed as follows:

(1) Department of Health Services
Emergency Medical Systems Division
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10100 Pioneer Boulevard, Suite 200
Santa Fe Springs, California 90670
Attention: Director

(2) Department of Health Services
Contracts and Grants Division
313 North Figueroa Street
Sixth Floor - East
Los Angeles, California 90012
Attention: Director, Contract Administration

and Monitoring

B. Notice to Contractor shall be addressed as follows:
Antelope Valley Hospital
1600 West Avenue J
Lancaster, California 93534
Attention: Chief Executive Officer

IN WITNESS WHEREOF, the Board of Supervisors of the County

of Los Angeles has caused this Agreement to be subscribed by its

/

/

/

/

/

/

/

/

/

/

/

/

/

/
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/

/

Director of Health Services and Contractor has caused this

Agreement to be subscribed in its behalf by its duly authorized

officer, the day, month, and year first above written.

COUNTY OF LOS ANGELES

By
John F. Schunhoff, Ph.D.
Interim Director

ANTELOPE VALLEY HOSPITAL
Contractor

By
Signature

Printed Name

Title

Date

(AFFIX CORPORATE SEAL HERE)

APPROVED AS TO FORM:

ANDREA SHERIDAN ORDIN
County Counsel

By ____
Principal Deputy County Counsel
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TRAUMA CENTER SERVICE AGREEMENT

ADDITIONAL PROVISIONS

1. ADMINISTRATION AND MONITORING:

A. Director or his authorized designee shall have the

authority to administer this Agreement on behalf of

County.

B. Contractor extends to Director the right to review and

monitor Contractor's trauma program policies and

procedures pertinent to this Agreement and to inspect

Contractor's facility and records for contractual

compliance with State and local EMS Agency policies and

regulations.

Inspection by County staff shall be conducted

during County's normal business hours and only after

giving Contractors at least three (3) working days

prior written notice thereof. In computing the three

working days, a Saturday, Sunday, or legal holiday

shall not be included. Said notice need not be given

in cases where Director determines that the health and

welfare of trauma system patients would be jeopardized

by waiting three (3) days. Nothing herein shall
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preclude County staff authorized by Director from

making unannounced visits to determine compliance with

criteria contained in Exhibits "A.I"-"A.IV", attached

hereto and incorporated herein by reference.

2. CONTRACT COMPLIANCE: Should Contractor, as initially

determined by Director, fail to comply with any provision

set forth hereunder as a Contractor responsibility or

obligation, Director may do any or all of the following in

addition to other rights which Director of County may have

hereunder or at law:

A. Send Contractor a written warning itemizing the area(s)

of concern and requesting or specifying a plan for

remedial action.

B. Send Contractor a written itemized listing of the

area(s) of concern and permit Contractor to voluntarily

request temporary suspension of Contractor for a period

of thirty (30) days or less to allow for remedial

action to be taken.

C. Send Contractor a written itemized listing of the

area(s) of concern and summarily suspend, or summarily

suspend with intent to terminate, Contractor. Any such
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action by County shall be subject to the "due process"

procedures established in Paragraph 16 of the body of

the Agreement.

3. LICENSES: Contractor shall obtain and maintain, during the

term of this Agreement, all appropriate licenses, permits,

certifications, accreditations, or other authorizations

required by law for operation at its facility and for the

provision of services hereunder. Contractor, in its

operation, shall also comply with all applicable local,

state, and Federal statutes, ordinances, and regulations.

4. CONFIDENTIALITY: Contractor agrees to maintain the

confidentiality of its records, including billings, in

accordance with all applicable State, Federal, and local

laws, ordinances, rules, regulations, and directives

relating to confidentiality. Contractor shall inform all of

its officers, employees, and agents, and others providing

services hereunder of said confidentiality provisions.

County shall maintain the confidentiality of patient medical

records made available hereunder in accordance with the

customary standards and practices of governmental third

party payers.
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5. RECORDS AND AUDITS:

A. Records of Services Rendered: Contractor shall

maintain books and records of services rendered to all

patients provided trauma service at Contractor

hereunder, including discharge dispositions, in

accordance with Contractor's customary record-keeping

requirements. All patient records must comply with

general acute care hospital licensure requirements and

JCAHO standards applicable to books and records of

services rendered. Such books and records shall be

retained by Contractor for a minimum period of seven

(7) years following the discharge of a patient.

Patient records for minors shall be retained either for

seven (7) years following the discharge of the patient

or until the minor's 19th birthday, whichever is later.

During such seven (7) year period, all such records, as

well as other records and reports maintained by

Contractor pertaining to this Agreement, shall be

retained by Contractor at a location in Los Angeles

County, and shall be available during Contractor's

normal business hours to duly authorized
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representatives of Director upon request for review and

copying.

In the event County staff desire to conduct any

review of Contractor's records authorized under this

Paragraph, Contractor shall be given written notice at

least ten (10) days in advance of any such review.

Said notice need not be given in cases where Director

determines that the health and welfare of trauma system

patients would be jeopardized by waiting ten (10) days.

Contractor's Director of Utilization Review and

its Director of Medical Records shall be permitted to

participate in the review and Contractor shall fully

cooperate with County's representatives. Contractor

shall allow County's representatives access to all

medical records and reports, and other records

pertaining to this Agreement, and shall allow

photocopies to be made of these documents utilizing

Contractor's photocopier, for which County shall

reimburse Contractors at County's customary rate for

record copying services. Such inspection rights shall

not extend to the proceedings or records of
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Contractor's organized committees or its medical staff,

having as their responsibility the evaluation and

improvement of the quality of care rendered in the

hospital, which are protected by Evidence Code, Section

1157. An exit conference shall be held following the

performance of such review activities at which time the

results of the review shall be discussed with

Contractor representatives prior to the generation of

any final written report or action by Director based on

such audit or review. The exit conference shall be

held on site prior to the departure of the reviewers

and Contractor representatives shall be provided with

an oral or written list of preliminary findings at the

exit conference.

B. Federal Access to Records: If, and to the extent that,

Section 1861 (v) (1) (I) of the Social Security Act [42

U.S.C. Section 1395x (v) (1) (I)] is applicable,

Contractor agrees that for a period of four years

following the furnishing of trauma services to a

patient by Contractor, Contractor shall maintain and

make available, upon written request, to the Secretary
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of the United States Department of Health and Human

Services or to the Comptroller General of the United

States, or to any of their duly authorized

representatives, the contract, books, documents, and

records of Contractors which are necessary to verify

the nature and extent of the cost of such services.

Furthermore, if Contractor carries out any of the

services provided hereunder through a subcontract with

a value or cost of Ten Thousand Dollars ($10,000) or

more over a twelve-month period with a related

organization (as that term is defined under Federal

law), Contractor agrees that each such subcontract

shall provide for such access to the subcontract,

books, documents, and records of the subcontractor.

6. COUNTY'S QUALITY ASSURANCE PLAN: County or its Agents will

evaluate Contractor's performance under this Agreement at

least every three (3) years. Such evaluation will include

assessing Contractor's compliance with all contract terms

and performance standards. Contractor deficiencies which

County determines are severe or continuing and that may

place performance of this Agreement in jeopardy if not
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corrected will be reported to the Board of Supervisors. The

report will include improvement/corrective action measures

taken by County and Contractor. If improvement does not

occur consistent with the corrective action measures, County

may terminate this Agreement or impose other penalties as

specified in this Agreement.

7. CONTRACTOR'S PERFORMANCE DURING CIVIL UNREST OR DISASTER:

Contractor recognizes that health care facilities maintained

by County provide care essential to the residents of the

communities they serve, and that these services are of

particular importance at the time of riot, insurrection,

civil unrest, natural disaster, or similar event.

Notwithstanding any other provision of this Agreement, full

performance by Contractor during any riot, insurrection,

civil unrest, natural disaster, or similar event is not

excused if such performance remains physically possible.

Failure to comply with this requirement shall be considered

a material breach by Contractor for which Director may

suspend or County may immediately terminate this Agreement.

8. INDEPENDENT CONTRACTOR STATUS: This Agreement is by and

between the County of Los Angeles and Contractor and it is
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not intended, and shall not be construed, to create the

relationship of agent, servant, employee, partnership, joint

venture, or association, as between County and Contractor.

Contractor understands and agrees that all Contractor

employees furnishing services pursuant to this Agreement

are, for purposes of Workers' Compensation liability,

employees solely of Contractor and not of County.

Contractor shall bear the sole responsibility and

liability for furnishing workers' compensation benefits, if

applicable, to any person for injuries arising from, or

connected with, services performed on behalf of Contractor

pursuant to this Agreement.

9. NONDISCRIMINATION IN SERVICES: Contractor shall not

discriminate in the provision of services hereunder because

of race, color, religion, national origin, ancestry, sex,

age, or physical or mental disability, or medical condition,

in accordance with applicable requirements of State and

Federal law.

10. NONDISCRIMINATION IN EMPLOYMENT: Contractor's employment

practices and policies shall also meet all applicable State

and Federal nondiscrimination requirements.
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11. FAIR LABOR STANDARDS ACT: Contractor shall comply with all

applicable provisions of the Federal Fair Labor Standards

Act, and shall indemnify, defend, and hold harmless County,

its agents, officers, and employees from and against any and

all liability including, but not limited to wages, overtime

pay, liquidated damages, penalties, court costs, and

attorneys' fees arising under any wage and hour law

including, but not limited to, the Federal Fair Labor

Standards Act for services performed by Contractor's

employees for which County may be found jointly or solely

liable.

12. EMPLOYMENT ELIGIBILITY VERIFICATION: Contractor warrants

that it fully complies with all Federal statutes and

regulations regarding employment of aliens and others, and

that all its employees performing services hereunder meet

the citizenship or alien status requirements contained in

Federal statutes and regulations. Contractor shall retain

such documentation for all covered employees for the period

prescribed by law. Contractor shall indemnify, defend, and

hold harmless, the County, its officers, and employees from

employer sanctions and any other liability which may be
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assessed against Contractor or County in connection with any

alleged violation of Federal statutes or regulations

pertaining to the eligibility for employment of persons

performing services under this Agreement.

13. STAFF PERFORMANCE WHILE UNDER THE INFLUENCE: Contractor

shall use reasonable efforts to ensure that no employee or

physician will perform services hereunder while under the

influence of any alcoholic beverage, medication, narcotic,

or other substance that might impair his/her physical or

mental performance.

14. CONTRACTOR'S WILLINGNESS TO CONSIDER COUNTY'S EMPLOYEES FOR

EMPLOYMENT: Contractor agrees to receive referrals from

County's Department of Human Resources of qualified

permanent employees who are targeted for layoff or qualified

former employees who have been laid off and are on a re-

employment list during the life of this Agreement. Such

referred permanent or former County employees shall be given

consideration of employment as Contractor vacancies occur

after the implementation and throughout the term of this

Agreement; subject to the following: (i) Contractor's

collective bargaining agreement(s); (ii) Contractor's



ADDITIONAL PROVISIONS

- 12 -

personnel policies and procedures; (iii) Contractor's own

employees targeted for layoffs or who have been laid off;

and (iv) the most qualified applicant.

Notwithstanding any other provision of this Agreement,

the parties do not in any way intend that any person shall

acquire any rights as a third party beneficiary of this

Agreement.

15. CONSIDERATION OF GREATER AVENUES FOR INDEPENDENCE ("GAIN")

PROGRAM OR GENERAL RELIEF OPPORTUNITY FOR WORK ("GROW")

PARTICIPANTS FOR EMPLOYMENT: Should Contractor require

additional or replacement personnel after the effective date

of this Agreement, Contractor shall give consideration for

any such employment openings to participants in the County's

Department of Public Social Services' Greater Avenues for

Independence ("GAIN") or General Relief Opportunity for Work

("GROW") Programs, who meet Contractor's minimum

qualification for the open position. For this purpose,

consideration shall mean that Contractor will interview

qualified candidates. The County will refer GAIN/GROW

participants by job category to the Contractor. In the

event that both laid-off County employees and GAIN/GROW
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participants are available for hiring, County employees

shall be given first priority.

16. TERMINATION FOR IMPROPER CONSIDERATION: County may, by

written notice to Contractor, immediately terminate the

right of Contractor to proceed under this Agreement if it is

found that consideration, in any form, was offered or given

by Contractor, either directly or through an intermediary,

to any County officer, employee, or agent with the intent of

securing the Agreement or securing favorable treatment with

respect to the award, amendment, or extension of the

Agreement or the making of any determination with respect to

the Contractor's performance pursuant to the Agreement. In

the event of such termination, County shall be entitled to

pursue the same remedies against Contractor as it could

pursue in the event of default by the Contractor.

Contractor shall immediately report any attempt by a

County officer, or employee, or agent to solicit such

improper consideration. The report shall be made either to

the County manager charged with the supervision of the

employee or to the County Auditor-Controller's Employee

Fraud Hotline at (213) 974-0914 or (800) 544-6861.
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Among other items, such improper consideration may take

the form of cash, discounts, services, the provision of

travel or entertainment, or tangible gifts.

17. RESTRICTIONS ON LOBBYING: If any Federal monies are to be

used to pay for Contractor's services under this Agreement,

Contractor shall comply with all certification and

disclosure requirements prescribed by Section 319, Public

Law 101-121 (Title 31, United States Code, Section 1352) and

any implementing regulations, and shall ensure that each of

its subcontractors receiving funds provided under this

Agreement also fully comply with all such certification and

disclosure requirements.

18. COUNTY LOBBYISTS: Contractor and each County lobbyist or

County lobbying firm as defined in Los Angeles County Code

Section 2.160.010, retained by Contractor, shall fully

comply with the County Lobbyist Ordinance, Los Angeles

County Code Chapter 2.160. Failure on the part of

Contractor or any County lobbyist or County lobbying firm

retained by Contractor to fully comply with the County

Lobbyist Ordinance shall constitute a material breach of

this Agreement upon which County may immediately terminate
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or suspend this Agreement.

19. UNLAWFUL SOLICITATION: Contractor shall inform all of its

employees of the provision of Article 9 of Chapter 4 of

Division 3 (commencing with Section 6150) of the Business

and Professions Code of the State of California (i.e., State

Bar Act provisions regarding unlawful solicitation as a

runner or capper for attorneys) and shall take positive and

affirmative steps in its performance hereunder to ensure

that there is no violation of said provision by its

employees. Contractor agrees that if a patient requests

assistance in obtaining the services of any attorney, it

will refer the patient to the attorney referral service of

those bar associations within Los Angeles County that have

such a service.

20. CONFLICT OF INTEREST: No County officer or employee whose

position in County enables him or her to influence the award

or County administration of this Agreement or any competing

agreement shall participate in the negotiation of this

Agreement. No County employee with a spouse or economic

dependent employed in any capacity by Contractor herein,

shall participate in the negotiation of this Agreement, or
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have a direct or indirect financial interest in this

Agreement.

No officer, subcontractor, agent, or employee of

Contractor who may financially benefit from the provision of

services hereunder shall in any way participate in County's

approval, or ongoing evaluation, of such services, or in any

way attempt to unlawfully influence County's approval or

ongoing evaluation of such services.

21. PROHIBITION AGAINST ASSIGNMENT AND DELEGATION:

A. Assignment of Delegation to Subcontractor: Contractor

shall not assign its rights or delegate its duties

under this Agreement by subcontract, or both, whether

in whole or in part, without the prior written consent

of County where such assignment or delegation

materially changes the operation of the trauma center

in performing services under this Agreement. Any

assignment or delegation which does not have such prior

County consent shall be null and void. For purposes of

this Paragraph, such County consent shall require a

written amendment to this Agreement which is formally

approved and executed by the parties. Any billings to
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County by any delegatee or assignee on any claim under

this Agreement, absent such County consent, shall not

be paid by County. Any payments by County to any

delegatee or assignee on any claim under this

Agreement, in consequences of any such County consent,

shall reduce dollar for dollar any claims which

Contractor may have against County and shall be subject

to set-off, recoupment, or other reduction for any

claims which County may have against Contractor,

whether under this Agreement or otherwise.

B. Shareholders or partners, or both, of Contractor may

sell, exchange, assign, divest, or otherwise transfer

any interest they may have therein. However, in the

event any such sale, exchange, assignment, divestment,

or other transfer is effected in such a way as to give

majority control of Contractor to any person(s),

corporation, partnership, or legal entity other than

the majority controlling interest therein at the time

of execution of this Agreement, then prior written

notice thereof by County's Board of Supervisors shall

be required. Any payments by County to Contractor on
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any claim under this Agreement shall not waive or

constitute such County consent. Consent to any such

sale, exchange, assignment, divestment, or other

transfer shall be refused only if County, in its sole

judgement, determines that the transferee(s) is (are)

lacking in experience, capability, or financial ability

to perform all Agreement services and other work. This

in no way limits any County right found elsewhere in

this Agreement, including, but not limited to, any

right to terminate this Agreement.

22. SERVICE DELIVERY SITE - MAINTENANCE STANDARDS: Contractor

shall assure that the locations where services are provided

under provisions of this Agreement are operated at all times

in accordance with County community standards with regard to

property maintenance and repair, graffiti abatement, refuse

removal, fire safety, landscaping, and in full compliance

with all applicable local laws, ordinances, and regulation

relating to the property. County's periodic monitoring

visits to Contractor's facilities shall include a review of

compliance with the provisions of this Paragraph.

23. CONFLICT OF TERMS: To the extent that any conflict exists
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between the language of the body of this Agreement and of

the language of the exhibits attached hereto, the former

shall govern and prevail.

24. MERGER PROVISION: The body of this Agreement, together with

the exhibits attached hereto, fully expresses all

understandings of the parties concerning all matters covered

and shall constitute the total Agreement. No addition to,

or alteration of the terms of this Agreement, whether by

written or verbal understanding of the parties, their

officers, agents, or employees, shall be valid and effective

unless made in the form of a written amendment to this

Agreement which is formally adopted and executed by the

parties in the same manner as this Agreement.

25. CONTRACTOR'S WARRANTY OF ADHERENCE TO COUNTY'S CHILD SUPPORT

COMPLIANCE PROGRAM: Contractor acknowledges that County has

established a goal of ensuring that all individuals who

benefit financially from County through County contracts are

in compliance with their court-ordered child, family, and

spousal support obligations in order to mitigate the

economic burden otherwise imposed upon County and its

taxpayers.
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As required by County's Child Support Compliance

Program (County Code Chapter 2.200) and without limiting

Contractor's duty under this Agreement to comply with all

applicable provisions of law, Contractor warrants that it is

now in compliance and shall during the terms of this

Agreement maintain compliance with employment and wage

reporting requirements as required by the Federal Social

Security Act (42 U.S.C. Section 653a) and California

Unemployment Insurance Code (Section 1088.55), and shall

implement all lawfully served Wage and Earnings Withholding

Orders or Child Support Services Department (CSSD) Notices

of Wage and Earnings Assignment for Child, Family, or

Spousal Support, pursuant to Code of Civil Procedure Section

706.031 and Family Code Section 5246 (b).

26. TERMINATION FOR BREACH OF WARRANTY TO MAINTAIN COMPLIANCE

WITH COUNTY'S CHILD SUPPORT COMPLIANCE PROGRAM: Failure of

Contractor to maintain compliance with the requirements set

forth in the CONTRACTOR'S WARRANTY OF ADHERENCE TO COUNTY'S

CHILD SUPPORT COMPLIANCE PROGRAM Paragraph immediately

above, shall constitute a default by Contractor under this

Agreement. Without limiting the rights and remedies
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available to County under any other provision of this

Agreement, failure to cure such defaults within ninety (90)

calendar days of written notice shall be grounds upon which

County may terminate this contract pursuant to the

"Termination for Default" Paragraph of this Agreement (or

"Term and Termination" Paragraph of this Agreement,

whichever is applicable) and pursue debarment of Contractor,

pursuant to County Code Chapter 2.202.

27. CONTRACTOR'S EXCLUSION FROM PARTICIPATION IN A FEDERALLY

FUNDED PROGRAM: Contractor hereby warrants that neither it

nor any of its staff members is restricted or excluded from

providing services under any health care program funded by

the Federal government, directly or indirectly, in whole or

in part, and that Contractor will notify Director within

thirty (30) calendar days in writing of: (1) any event that

would require Contractor or a staff member's mandatory

exclusion from participation in a Federally funded health

care program; and (2) any exclusionary action taken by any

agency of the Federal government against Contractor or one

or more staff members barring it or the staff members from

participation in a Federally funded health care program,
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whether such bar is direct or indirect, or whether such bar

is in whole or in part.

Contractor shall indemnify and hold County harmless

against any and all loss or damage County may suffer arising

from any Federal exclusion of Contractor or its staff

members from such participation in a Federally funded health

care program.

Failure by Contractor to meet the requirements of this

Paragraph shall constitute a material breach of contract

upon which County may immediately terminate or suspend this

Agreement.

28. NOTICE TO EMPLOYEES REGARDING THE FEDERAL EARNED INCOME

CREDIT: Contractor shall notify its employees that they may

be eligible for the Federal Earned Income Credit under the

Federal income tax laws. Such notice shall be provided in

accordance with the requirements set forth in Internal

Revenue Service Notice 1015.

29. CONTRACTOR RESPONSIBILITY AND DEBARMENT:

A. A responsible contractor is a contractor who has

demonstrated the attribute of trustworthiness, as well

as quality, fitness, capacity, and experience to
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satisfactorily perform the contract. It is County's

policy to conduct business only with responsible

contractors.

B. Contractor is hereby notified that, in accordance with

Chapter 2.202 of the County Code, if County acquires

information concerning the performance of Contractor

under this Agreement or other contracts, which

indicates that Contractor is not responsible, County

may or otherwise in addition to other remedies provided

under this Agreement, debar Contractor from bidding on

County contacts for a specified period of time not to

exceed three (3) years, and terminate this Agreement

and any or all existing contracts Contractor may have

with County.

C. County may debar Contractor if the Board of Supervisors

finds, in its discretion, that Contractor has done any

of the following: (1) violated any terms of this

Agreement or other contract with County or a nonprofit

corporation created by the County, (2) committed any

act or omission which negatively reflects on

Contractor's quality, fitness, or capacity to perform a
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contract with County or any other public entity, or

engaged in a pattern or practice which negatively

reflects on same, (3) committed an act or offense which

indicates a lack of business integrity or business

honesty, or (4) made or submitted a false claim against

County or any other public entity.

D. If there is evidence that Contractor may be subject to

debarment, Director will notify Contractor in writing

of the evidence which is the basis for the proposed

debarment and will advise Contractor of the scheduled

date for a debarment hearing before County's Contractor

Hearing Board.

E. The Contractor Hearing Board will conduct a hearing

where evidence on the proposed debarment is presented.

Contractor or Contractor's representative, or both,

shall be given an opportunity to submit evidence at

that hearing. After the hearing, the Contractor

Hearing Board shall prepare a proposed decision, which

shall contain a recommendation regarding whether

Contractor should be debarred, and, if so, the

appropriate length of time of the debarment. If
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Contractor fails to avail itself of the opportunity to

submit evidence to the Contractor Hearing Board,

Contractor shall be deemed to have waived all rights of

appeal.

F. After consideration of any objections, or if no

objections are submitted, a record of the hearing, the

proposed decision, and any other recommendations of the

Contractor Hearing Board shall be presented to the

Board of Supervisors. The Board of Supervisors shall

have the right to modify, deny, or adopt the proposed

decision and recommendation of the Contractor Hearing

Board.

G. These terms shall also apply to any subcontractors of

Contractor, vendor, or principal owner of Contractor,

as defined in Chapter 2.202 of the County Code.

30. CERTIFICATION REGARDING DEBARMENT, SUSPENSION, INELIGIBILITY

AND VOLUNTARY EXCLUSION: Contractor hereby acknowledges

that the County is prohibited from contracting with and

making sub-awards to parties that are suspended, debarred,

ineligible, or excluded or whose principals are suspended,

debarred, ineligible, or excluded from securing federally
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funded contracts. By executing this Agreement, Contractor

certifies that neither it nor any of its owners, officers,

partners, directors, or other principals is currently

suspended, debarred, ineligible, or excluded from securing

federally funded contacts. Further, by executing this

Agreement, Contractor certifies that, to its knowledge, none

its subcontractors, at any tier, or any owner, officer,

partner, director, or other principal of any subcontractor

is currently suspended, debarred, ineligible, or excluded

from securing federally funded contracts. Contractor shall

immediately notify County in writing, during the term of

this Agreement, should it or any of its subcontractors or

any principals of either be suspended, debarred, ineligible,

or excluded from securing federally funded contracts.

Failure of Contractor to comply with this provision shall

constitute a material breach of this Agreement upon which

the County may immediately terminate or suspend this

Agreement.

31. SEVERABILITY: If any provision of this Agreement or the

application thereof to any person or circumstance is held

invalid, the remainder of Agreement and the application of
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such provision to other persons or circumstances shall not

be affected thereby.

32. COMPLIANCE WITH HEALTH INSURANCE PORTABILITY AND

ACCOUNTABILITY ACT OF 1996: The parties acknowledge the

existence of the Health Insurance Portability and

Accountability Act of 1996 and its implementing regulations

(HIPAA). Contractor understands and agrees that, as a

provider of medical treatment services, it is a "covered

entity" under HIPAA and, as such, has obligations with

respect to the confidentiality, privacy and security of

patients' medical information, and must take certain steps

to preserve the confidentiality of this information, both

internally and externally, including the training of its

staff and the establishment of proper procedures for the

release of such information, and the use of appropriate

consents and authorizations specified under HIPAA.

The parties acknowledge their separate and independent

obligations with respect to HIPAA, and that such obligations

relate to transactions and code sets, privacy, and security.

Contractor understands and agrees that it is separately and

independently responsible for compliance with HIPAA in all
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these areas and that it is separately and independently

responsible for compliance with HIPAA in all these areas and

that County has not undertaken any responsibility for

compliance on Contractor's behalf. Contractor has not

relied, and will not in any way rely, on County for legal

advice or other representations with respect to Contractor's

obligations under HIPAA, but will independently seek its own

counsel and take the necessary measures to comply with the

law and its implementing regulations.

CONTRACTOR AND COUNTY UNDERSTAND AND AGREE THAT EACH IS

INDEPENDENTLY RESPONSIBLE FOR HIPAA COMPLIANCE AND AGREE TO

TAKE ALL NECESSARY AND REASONABLE ACTIONS TO COMPLY WITH THE

REQUIREMENTS OF THE HIPAA LAW AND IMPLEMENTING REGULATIONS

RELATED TO TRANSACTIONS AND CODE SET, PRIVACY, AND SECURITY.

EACH PARTY FURTHER AGREES TO INDEMNIFY AND HOLD HARMLESS

THE OTHER PARTY (INCLUDING THEIR OFFICERS, EMPLOYEES, AND

AGENTS), FOR ITS FAILURE TO COMPLY WITH HIPAA.

33. COMPLIANCE WITH APPLICABLE LAWS: Contractor shall comply

with all applicable Federal, State, and local laws, rules,

regulations, ordinances, and directives, and all provisions

required thereby to be included in this Agreement are hereby
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incorporated herein by reference.

Contractor shall indemnify and hold harmless the County

from and against any and all liability, damages, costs, and

expenses, including, but not limited to, defense costs and

attorneys' fees, arising from or related to any violation on

the part of the Contractor or its employees, agents, or

subcontractors of any such laws, rules, regulations,

ordinances, or directives.

34. COMPLIANCE WITH CIVIL RIGHTS LAWS: Contractor hereby

assures that it will comply with all applicable provisions

of the Civil Rights Act of 1964, 42 U.S.C. Sections 2000 (e)

(1) through 2000 (e) (17), to the end that no person shall,

on the grounds of race, creed, color, sex, religion,

ancestry, age, condition of physical handicap, marital

status, political affiliation, or national origin, be

excluded from participation in, be denied the benefits of,

or be otherwise subjected to discrimination under this

Agreement or under any project, program, or activity

supported by this Agreement.

35. GOVERNING LAWS, JURISDICTION, AND VENUE: This Agreement

shall be governed by, and construed in accordance with, the
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laws of the State of California. The Agreement agrees and

consents to the exclusive jurisdiction of the courts of the

State of California for all purposes regarding this

Agreement and further agrees and consents that venue of any

action brought hereunder shall be exclusively in the County

of Los Angeles.

36. SUBCONTRACTING:

A. The overall provisions of trauma services may not be

subcontracted by the Contractor without the advance

approval of the County. Any attempt by Contractor to

subcontract without prior consent of the County may be

deemed a material breach of this Agreement.

B. If Contractor desires to subcontract, Contractor shall

provide the following information promptly at the

County's request:

(1) A description of the work to be performed by the

subcontractor.

(2) A draft copy of the proposed subcontract; and

(3) Other pertinent information and/or certifications

requested by the County.

C. Contractor shall indemnify and hold the County harmless
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with respect to the activities of each and every

subcontractor in the same manner and to the same degree

as if such subcontractor(s) were Contractor employees.

D. Contractor shall remain fully responsible for all

performances required of it under this Agreement,

including those that Contractor has determined to

subcontract, notwithstanding the County's approval of

Contractor's proposed subcontract.

E. The County's consent to subcontract shall not waive the

County's right to prior and continuing approval of any

and all personnel, including subcontractor employees,

providing services under this Agreement. Contractor is

responsible to notify its subcontractors of this County

right.

F. The County's Project Director is authorized to act for

and on behalf of the County with respect to approval of

any subcontract and subcontractor employees.

G. Contractor shall be solely liable and responsible for

all payments or other compensation to all

subcontractors and their officers, employees, agents,

and successors in interest arising through services
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performed hereunder, notwithstanding the County's

consent to subcontract.

H. Contractor shall obtain certificates of insurance,

which establish that the subcontractor maintains all

the programs of insurance required by the County from

each approved subcontractor. Contractor shall ensure

delivery of all such document to: County of Los

Angeles, Department of Health Services, Contracts and

Grants Division, 313 North Figueroa Street, Sixth Floor

East, Los Angeles, California 90012, before any

subcontractor employee may perform any work hereunder.

37. TERMINATION FOR MATERIAL BREACH AND/OR ANTICIPATORY BREACH:

A. The County may, by written notice to Contractor,

terminate the whole or any part of this Agreement, if,

in the judgment of County's Project Director.

(1) Contractor has materially breached this Agreement;

(2) Contractor expressly repudiates this Agreement by

an unequivocal refusal to perform; or

(3) In the event the County intends to terminate this

Agreement in accordance with Paragraph 37, it

shall give thirty (30) days written notice to the



ADDITIONAL PROVISIONS

33

Contractor that it is in material breach and/or

anticipatory breach of this Agreement. In this

notice of intended termination, the Director shall

set forth the facts underlying its claim that the

Contractor is in material breach and/or

anticipatory breach. Remedy of the breach or

convincing progress towards a cure within twenty

(20) days (or such longer period as the County may

authorize in writing) of receipt of said notice

shall revive the Agreement in effect for the

remaining term.

B. In the event that the County terminates this Agreement

in whole or in part as provided in Sub-paragraph 37A

above, the County may procure, upon such terms and in

such manner as the County may deem appropriate, goods

and services similar to those so terminated.

Contractor shall be liable to the County for any and

all excess costs incurred by the County, as determined

by the County, for such similar goods and services.

Contractor shall continue the performance of this

Agreement to the extent not terminated under the
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provisions of this sub-paragraph. The parties agree

that this particular damage provision (i.e., that the

Contractor shall be liable to the County for all excess

costs incurred by the County) shall be limited to a

time period of twelve months or the remaining period of

this Agreement upon breach, whichever is less.

C. Except with respect to material breach of any

subcontractor, Contractor shall not be liable for any

such excess costs of the type identified in the

subparagraph above if its failure to perform this

Agreement arises out of causes beyond the control and

without the fault or negligence of Contractor. Such

causes may include, but are not limited to: acts of God

or of the public enemy, acts of the County in either

its sovereign or contractual capacity, acts of Federal

or State governments in their sovereign capacities,

fires, floods, epidemics, quarantine restrictions,

strikes, freight embargoes, and unusually severe

weather, but in every case, the failure to perform must

be beyond the control and without the fault or

negligence of Contractor. If the failure to perform is



ADDITIONAL PROVISIONS

35

caused by the default of a subcontractor, and if such

default arises out of causes beyond the control of both

Contractor and subcontractor, and without the fault or

negligence of either of them, Contractor shall not be

liable for any such excess costs for failure to

perform, unless the goods or services to be furnished

by the subcontractor were obtainable from other sources

in sufficient time to permit Contractor to meet the

required performance schedule. As used in this

Subparagraph 37C, the terms "subcontractor" and

"subcontractors" mean subcontractor(s) at any tier.

D. If, after the County has given notice of material

breach and/or anticipatory breach under the provisions

of this Sub-paragraph 37C, it is determined by the

County that Contractor was not in material breach

and/or anticipatory breach under the provisions of this

Sub-paragraph 37C, or that the material breach and/or

anticipatory breach was excusable under the provisions

of Sub-paragraph 37C, the rights and obligations of the

parties shall be the same as if the notice of

termination had been issued pursuant to Sub-paragraph
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37A.

E. The rights and remedies of the County provided in this

Sub-paragraph 37 shall not be exclusive and are in

addition to any other rights and remedies provided by

law or under this Agreement.

38. NO PAYMENT FOR SERVICES PROVIDED FOLLOWING EXPIRATION /

TERMINATION OF AGREEMENT: Contractor shall have no claim

against County for payment of any money or reimbursement, of

any kind whatsoever, for any service provided by Contractor

after the expiration or other termination of this Agreement.

Should Contractor receive any such payment it shall

immediately notify County and shall immediately repay all

such funds to County. Payment by County for services

rendered after expiration/termination of this Agreement

shall not constitute a waiver of County's right to recover

such payment from Contractor. This provisions shall survive

the expiration or other termination of this Agreement.

39. NOTICE TO EMPLOYEES REGARDING THE SAFELY SURRENDERED BABY

LAW: The Contractor shall notify and provide to its

employees, and shall require each subcontractor to notify

and provide to its employees, a fact sheet regarding the



ADDITIONAL PROVISIONS

37

Safely Surrendered Baby Law, its implementation in Los

Angeles County, and where and how to safely surrender a

baby. The fact sheet is set forth in English as Attachment

"1" and in Spanish as Attachment "2" of the Additional

Provisions Exhibit of this Agreement and is also available

on the Internet at www.babysafela.org for printing purposes.

40. CONTRACTOR'S ACKNOWLEDGMENT OF COUNTY'S COMMITMENT TO THE

SAFELY SURRENDERED BABY LAW: The Contractor acknowledges

that the County places a high priority on the implementation

of the Safely Surrendered Baby Law. The Contractor

understands that it is the County's policy to encourage all

County Contractors to voluntarily post the County's "Safely

Surrendered Baby Law" poster in a prominent position at the

Contractor's place of business. The Contractor will also

encourage its Subcontractors, if any, to post this poster in

a prominent position in the Subcontractor's place of

business. The County's Department of Children and Family

Services will supply the Contractor with the poster to be

used.

41. RECYCLED BOND PAPER: Consistent with the Board of

Supervisors' policy to reduce the amount of solid waste
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deposited at County landfills, Contractor agrees to use

recycled-content paper to the maximum extent possible in

connection with services to be performed by Contractor under

this Agreement.

42. HOSPITAL'S CHARITABLE ACTIVITIES COMPLIANCE: The Supervision

of Trustees and Fundraisers for Charitable Purposes Act

regulates entities receiving or raising charitable

contributions. The "Nonprofit Integrity Act of 2004" (SB

1262, Chapter 919) increased Charitable Purposes Act

requirements. Attached hereto as Attachment AP-3, is the

required form, "CHARITABLE CONTRIBUTIONS CERTIFICATION", to

be completed by the Contractor and the County seeks to

ensure that all County contractors which receive or raise

charitable contributions comply with California law in order

to protect the County and its taxpayers. A Contractor which

receives or raises charitable contributions without

complying with its obligations under California law commits

a material breach subjecting it to either contract

termination or debarment proceedings or both. (County Code

Chapter 2.202).

43. CONTRACTOR’S WARRANTY OF COMPLIANCE WITH COUNTY’S DEFAULTED
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PROPERTY TAX REDUCTION PROGRAM: Contractor acknowledges that

County has established a goal of ensuring that all individuals

and businesses that benefit financially from County through

contract are current in paying their property tax obligations

(secured and unsecured roll) in order to mitigate the economic

burden otherwise imposed upon County and its taxpayers.

Unless Contractor qualifies for an exemption or exclusion,

Contractor warrants and certifies that to the best of its

knowledge it is now in compliance, and during the term of this

contract will maintain compliance, with Los Angeles Code

Chapter 2.206.

44. TERMINATION FOR BREACH OF WARRANTY TO MAINTAIN COMPLIANCE WITH

COUNTY'S DEFAULTED PROPERTY TAX REDUCTION PROGRAM: Failure of

Contractor to maintain compliance with the requirements set

forth in Sub-paragraph 43 - Contractor's Warranty of

Compliance with County's Defaulted Property Tax Reduction

Program shall constitute default under this Agreement.

Without limiting the rights and remedies available to County

under any other provision of this Agreement, failure of

Contractor to cure such default within 10 days of notice

shall be grounds upon which County may terminate this
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Agreement and/or pursue debarment of Contractor, pursuant to

County Code Chapter 2.206.











Attachment AP-3

CHARITABLE CONTRIBUTIONS CERTIFICATION

____________________________________________________________________
Company Name

____________________________________________________________________
Address

____________________________________________________________________
Internal Revenue Service Employer Identification Number

____________________________________________________________________
California Registry of Charitable Trusts “CT” number (if applicable)

The Nonprofit Integrity Act (SB 1262, Chapter 919) added requirements to California’s
Supervision of Trustees and Fundraisers for Charitable Purposes Act which regulates
those receiving and raising charitable contributions.

Check the Certification below that is applicable to your company.

 Proposer or Contractor has examined its activities and determined that it does
not now receive or raise charitable contributions regulated under California’s
Supervision of Trustees and Fundraisers for Charitable Purposes Act. If
Proposer engages in activities subjecting it to those laws during the term of a
County contract, it will timely comply with them and provide County a copy of its
initial registration with the California State Attorney General’s Registry of
Charitable Trusts when filed.

OR

 Proposer or Contractor is registered with the California Registry of Charitable
Trusts under the CT number listed above and is in compliance with its
registration and reporting requirements under California law. Attached is a copy
of its most recent filing with the Registry of Charitable Trusts as required by Title
11 California Code of Regulations, sections 300-301 and Government Code
sections 12585-12586.

_________________________________________ __________________________
Signature Date

____________________________________________________________________
Name and Title of Signer (please print)



TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT A.I
LEVEL I TRAUMA CENTER REQUIREMENTS

TABLE OF CONTENTS

PARAGRAPH PAGE

DEFINITIONS:................................................- 1 -
Abbreviated Injury Scale:..............................- 1 -
Dedicated:.............................................- 1 -

on-call physicians................................- 1 -
in-house physicians...............................- 1 -

Emergency Department Approved for Pediatrics:..........- 1 -
General Surgeon:.......................................- 1 -
In-house:..............................................- 1 -
Injury Severity Score:.................................- 2 -
Immediately Available:.................................- 2 -
On-Call:...............................................- 2 -
Promptly Available:....................................- 2 -
Qualified Specialist:..................................- 3 -
Residency Program:.....................................- 4 -
Senior Resident:.......................................- 4 -
Trauma Center:.........................................- 4 -
Trauma Resuscitation Area:.............................- 4 -
Trauma Service:........................................- 4 -
Trauma Team:...........................................- 5 -

GENERAL REQUIREMENTS:.......................................- 5 -

PROFESSIONAL STAFF REQUIREMENTS:............................- 8 -
SURGICAL:..............................................- 8 -

Immediately Available:............................- 8 -
Promptly Available:...............................- 8 -
Available for Consultation:......................- 10 -

NON-SURGICAL:.........................................- 10 -
Immediately Available:...........................- 10 -
Promptly Available:..............................- 11 -
Available for Consultation:......................- 11 -

ADDITIONAL SERVICE CAPABILITIES:...........................- 12 -
Emergency Service:....................................- 12 -
Surgical Service:.....................................- 12 -
Intensive Care Service:...............................- 13 -
Radiological Service:.................................- 13 -



Clinical Laboratory Service:..........................- 13 -

SUPPLEMENTAL SERVICES:.....................................- 14 -

QUALITY IMPROVEMENT PROCESS:...............................- 15 -

VOLUME STANDARDS:..........................................- 16 -

CLINICAL EDUCATION AND RESEARCH:...........................- 16 -



TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT A.I
TRAUMA CENTER REQUIREMENTS

LEVEL I

A. DEFINITIONS:

1. Abbreviated Injury Scale:

"Abbreviated Injury Scale" or "AIS" is an anatomic severity
scoring system. For the purposes of data sharing, the
standard to be followed is AIS 90. For the purposes of
volume performance measurement auditing, the standard to be
followed is AIS 90, using AIS code derived or computer
derived scoring.

2. Dedicated:

a. For on-call physicians, "Dedicated", means taking call
at only one facility during the same time frame.

b. For in-house physicians, "Dedicated", means that their
main responsibility is trauma.

3. Emergency Department Approved for Pediatrics:

"Emergency Department Approved for Pediatrics (EDAP)" means
a licensed basic emergency department that has been
confirmed by the Department of Health Services (DHS), and
the American Academy of Pediatrics Chapter II, and the Los
Angeles Pediatric Society as meeting specific service
criteria to provide optimal emergency pediatric care.

4. General Surgeon:

"General Surgeon" for the purposes of this trauma system, is
a surgeon, credentialed by the facility and experienced in
cardiovascular and organ repair.

5. In-house:

"In-house" means being within the actual confines of the
Trauma Center.

6. Injury Severity Score:
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"Injury Severity Score" or "ISS" means the sum of the square
of the Abbreviated Injury Scale ("AIS") score of the three
most severely injured body regions.

7. Immediately Available:

"Immediately available" means unencumbered by conflicting
duties or responsibilities; responding without delay when
notified; and being physically available to the specified
area of the Trauma Center when the patient is delivered in
accordance with local EMS Agency's policies and procedures.

8. On-Call:

"On-call" means agreeing to be available, according to a
predetermined schedule, to respond to the Trauma Center in
order to provide a defined service.

9. Promptly Available:

"Promptly available" means:
a. responding without delay when notified and requested

to respond to the Trauma Center;
b. being physically available to the specified area of

the Trauma Center (trauma receiving area, emergency
department, operating room, or other specified area of
the Trauma Center) within a period of time that is
medically prudent and in accordance with local EMS
agency policies and procedures; and

c. the interval between the delivery of the patient at
the Trauma Center and the arrival of the respondent
should not have a measurable harmful effect on the
course of the patient's management or outcome.

When the term "promptly available" is used it is
presumptively met if upon notification and request to
respond to the Trauma Center the physician is in-house
within thirty (30) minutes of the request. Responses in
excess of thirty (30) minutes will be reviewed on a case by
case basis to determine whether the response was medically
prudent and proportionate to the patient's clinical
condition and whether the failure to respond within thirty
(30) minutes had a measurable harmful effect on the course
of the patient's management or outcome.
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10. Qualified Specialist:

"Qualified specialist" or "qualified surgical specialist" or
"qualified non-surgical specialist" means:
a. A physician licensed in California who is board

certified in a specialty by the American Board of
Medical Specialties, the Advisory Board for
Osteopathic Specialties, a Canadian Board or other
appropriate foreign specialty board as determined by
the American Board of Medical Specialities for that
specialty.

b. A non-board certified physician may be recognized as a
"qualified specialist" by the local EMS agency upon
substantiation of need by a Trauma Center if:
(1) the physician can demonstrate to the appropriate

hospital body and the hospital is able to
document that he/she has met requirements which
are equivalent to those of the Accreditation
Council for Graduate Medical Education ("ACGME")
or the Royal College of Physicians and Surgeons
of Canada;

(2) the physician can clearly demonstrate to the
appropriate hospital body that he/she has
substantial education, training, and experience
in treating and managing trauma patients which
shall be tracked by the trauma quality
improvement program; and

(3) the physician has successfully completed a
residency program.

11. Residency Program:

"Residency program" means a residency program of the Trauma
Center or a residency program formally affiliated with a
Trauma Center where senior residents can participate in
educational rotations, which has been approved by the
appropriate Residency Review Committee of the Accreditation
Council on Graduate Medical Education.

12. Senior Resident:

"Senior resident" or "senior level resident" means a
physician, licensed in the State of California, who has
completed at least three (3) years of the residency or is in
their last year of residency training and has the capability
of initiating treatment and who is in training as a member
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of a residency program at the designated Trauma Center.
Residents in general surgery shall have completed three (3)
years of residency in order to be considered a senior
resident.

13. Trauma Center:

"Trauma Center" or "designated Trauma Center" means a
licensed general acute care hospital, accredited by the
Joint Commission of Accreditation of Healthcare
Organizations, which has been designated as a Level I, II,
III, or IV Trauma Center and/or Level I or II Pediatric
Trauma Center by the local EMS agency and the Los Angeles
County Board of Supervisors in accordance with Title 22.

14. Trauma Resuscitation Area:

"Trauma resuscitation area" means a designated area within a
Trauma Center where trauma patients are evaluated upon
arrival.

15. Trauma Service:

A "trauma service" is a clinical service established by the
organized medical staff of a Trauma Center that has
oversight and responsibility of the care of the trauma
patient. It includes, but is not limited to, direct patient
care services, administration, and as needed, support
functions to provide medical care to injured patients.

16. Trauma Team:

"Trauma team" means the multi-disciplinary group of
personnel who have been designated to collectively render
care for trauma patients at a designated Trauma Center. The
trauma team consists of physicians, nurses, and allied
health personnel. The composition of the trauma team may
vary in relationship to Trauma Center designation level and
the patient=s severity of injury, but must include the
trauma surgeon.

B. GENERAL REQUIREMENTS:

1. A licensed hospital which has been designated as a Level I
Trauma Center by the EMS Agency.
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2. Appropriate pediatric equipment and supplies and the
capability of initial evaluation and treatment of pediatric
trauma patients.

3. Establish and utilize written criteria for consultation and
transfer of pediatric patients needing intensive care when
the Trauma Center is without a pediatric intensive care
unit.

4. ReddiNet System where geographically available.

5. A trauma program medical director who is a board certified
surgeon whose responsibilities include, but are not limited
to, factors that affect all aspects of trauma care such as:
a. recommending trauma team physician privileges;
b. working with nursing and administration to support the

needs of trauma patients;
c. developing trauma treatment protocols;
d. determining appropriate equipment and supplies for

trauma care;
e. ensuring the development of policies and procedures to

manage domestic violence, elder and child abuse and
neglect;

f. having authority and accountability for the quality
improvement peer review process;

g. correcting deficiencies in trauma care or excluding
from trauma call those trauma team members who no
longer meet standards;

h. coordinating pediatric trauma care with other hospital
and professional services;

i. coordinating with local and State EMS agencies;
j. assisting in the coordination of the budgetary process

for the trauma program; and
k. identifying representatives from neurosurgery,

orthopaedic surgery, emergency medicine, pediatrics
and other appropriate disciplines to assist in
identifying physicians from their disciplines who are
qualified to be members of the trauma program.

6. A trauma nurse coordinator/manager who is a registered nurse
with qualifications including evidence of educational
preparation and clinical experience in the care of the adult
and/or pediatric trauma patient, knowledge of Trauma Center
operations and local EMS Agency policies and regulations,
administrative ability, and responsibilities that include
but are not limited to:
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a. organizing services and systems necessary for the
multi-disciplinary approach to the care of the injured
patient;

b. coordinating day-to-day clinical process and
performance improvement as it pertains to nursing and
ancillary personnel;

c. collaborating with the trauma program medical director
in carrying out the educational, clinical, research,
administrative and outreach activities of the trauma
program; and

d. ensuring compliance with policies, procedures, and
protocols established by the EMS Agency.

7. A trauma service or multi-disciplinary trauma committee
included in their organization which can provide for the
implementation of the requirements specified in this
Agreement and provide for coordination with the local EMS
Agency.

8. A trauma team, which is a multi-disciplinary team
responsible for the initial resuscitation and management of
the trauma patient.

9. Department(s), division(s), service(s) or section(s) that
include at least the following surgical specialties, which
are staffed by qualified specialists:
a. General Surgery
b. Neurologic
c. Obstetric/Gynecologic
d. Ophthalmologic
e. Oral or Maxillofacial or Head/Neck
f. Orthopaedic
g. Plastic
h. Urologic

10. Department(s), division(s), service(s) or section(s) that
include at least the following non-surgical specialties,
which are staffed by qualified specialists:
a. Anesthesiology
b. Emergency Medicine
c. Internal Medicine
d. Pathology
e. Psychiatry
f. Radiology

11. Commitment by the hospital and its medical staff to treat
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and care for any patient presenting.

12. Helipad with a permit issued by the State of California,
Department of Transportation, Division of Aeronautics.

C. PROFESSIONAL STAFF REQUIREMENTS:

1. SURGICAL: Qualified surgical specialist(s) or specialty
availability, which shall be available as follows:
a. Immediately Available:

(1) General Surgery:
A general surgeon capable of evaluating and
treating adult and pediatric trauma patients
shall be in-house, immediately available, and
dedicated to the facility for trauma patients
twenty-four (24) hours per day. A general
surgeon capable of evaluating and treating adult
and pediatric trauma patients shall be promptly
available for consultation.

(Requirement may be fulfilled by a supervised
senior resident as defined in Section A-12 of
this Exhibit who is capable of assessing emergent
situations. When a senior resident is the
responsible surgeon:
(a) the senior resident shall be able to

provide the overall control and surgical
leadership necessary for the care of the
patient, including initiating surgical
care;

(b) a staff trauma surgeon or a staff surgeon
with experience in trauma care shall be on-
call and promptly available as defined in
Section A-9 of this Exhibit; and

(c) a staff trauma surgeon or a staff surgeon
with experience in trauma care shall be
advised of all trauma patient admissions,
participate in major therapeutic decisions,
and be present in the emergency department
for major resuscitations and in the
operating room for all trauma operative
procedures.)

b. On-call and Promptly Available:
(1) Cardiothoracic
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(2) General Surgeon (Trauma Centers, Level I and
Level II, shall ensure that a back-up mechanism
exists for a second general surgeon.)

(3) Hand
(4) Neurologic (Trauma Centers, Level I and Level II,

shall ensure that a back-up mechanism exists for
a second neurological surgeon.)

(5) Obstetric/Gynecologic
(6) Ophthalmic
(7) Oral or Maxillofacial or Head/Neck
(8) Orthopedic
(9) Pediatric
(10) Plastic
(11) Reimplantation/Microsurgery (This surgical

service may be provided through a written
transfer agreement at Level I and Level II Trauma
Centers.)

(12) Urologic
(13) Vascular (Trauma Centers, Level I and Level II,

shall ensure the availability of a surgeon
credentialed by the Trauma Center to perform
vascular surgery.)

The on-call general surgeon, while on-call to the
Trauma Center, is dedicated to that facility and must
be promptly available at the hospital.

(The above requirements may be fulfilled by a
supervised senior resident as defined in Section A-12
of this Exhibit who are capable of assessing emergent
situations in their respective specialties. When a
senior resident is the responsible surgeon:

(a) the senior resident shall be able to
provide the overall control and surgical
leadership necessary for the care of the
patient, including initiating surgical
care;

(b) a staff trauma surgeon or a staff surgeon
with experience in trauma care shall be on-
call and promptly available as defined in
Section A-9 of this Exhibit; and

(c) a staff trauma surgeon on a staff surgeon
with experience in trauma care shall be
advised of all trauma patient admissions,
participate in major therapeutic decisions,
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and be present in the emergency department
for major resuscitations and in the
operating room for all trauma operative
procedures.)

c. Available for Consultation:
Available for consultation or consultation and
transfer agreements for adult and pediatric trauma
patients requiring the following surgical services:
(1) Burns
(2) Spinal Cord Injury

2. NON-SURGICAL: Qualified non-surgical specialist(s) or
specialty availability, which shall be as follows:
a. Immediately Available:

(1) Emergency Medicine:
Emergency medicine, in-house and immediately
available at all times.

(This requirement may be fulfilled by supervised
senior residents, as defined in Section A-12 of
this Exhibit, in emergency medicine, who are
assigned to the emergency department and are
serving in the same capacity. In such cases, the
senior resident(s) shall be capable of assessing
emergency situations in trauma patients and of
providing for initial resuscitation. Emergency
medicine physicians who are qualified specialist
in emergency medicine and are board certified in
emergency medicine shall not be required by the
local EMS agency to complete an Advanced Trauma
Life Support (ATLS) course. Current ATLS
verification is required for all emergency
medicine physicians who provide emergency trauma
care and are qualified specialists in a specialty
other than emergency medicine.)

(2) Anesthesiologist:
Anesthesiology, in-house and immediately
available at all times.

(This requirement may be fulfilled by senior
residents or certified registered nurse
anesthetists who are capable of assessing
emergent situations in trauma patients and of
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providing any indicated treatment and are
supervised by the staff anesthesiologist. In
such cases, the staff anesthesiologist on-call
shall be advised about the patient, be promptly
available at all times, and present for all
operations.)

b. Promptly Available:
(1) Anesthesiologist (Second physician on call.)
(2) Emergency Medicine (Second physician on call.)
(3) Radiologist

The on-call anesthesiologist, while on-call to the
Trauma Center, is dedicated to that facility and must
be promptly available at the hospital.

c. Available for Consultation:
(1) Cardiologist
(2) Gastroenterologist
(3) Hematologist
(4) Infectious Disease Specialist
(5) Internist
(6) Nephrologist
(7) Neurologist
(8) Pathologist
(9) Pediatrician
(10) Pulmonary Disease Specialist

D. ADDITIONAL SERVICE CAPABILITIES:

1. Emergency Service:
Basic or comprehensive emergency service which has special
permits issued pursuant to Chapter 1, Division 5 of Title
22. The emergency service shall:
a. designate a Medical Director;
b. maintain an Emergency Medicine Physician in the

Emergency Department twenty-four (24) hours per day;
c. designate an emergency physician to be a member of the

trauma team;
d. provide emergency medical services to adult and

pediatric patients;
e. have appropriate adult and pediatric equipment and

supplies as approved by the director of emergency
medicine in collaboration with the trauma program
medical director;
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f. designate a trauma resuscitation area of adequate size
to accommodate multi-system injured patient and
equipment; and

g. comply with current Emergency Department Approved for
Pediatrics (EDAP) requirements (Attachment A-1).

2. Surgical Service:
A surgical service shall have an operating suite that is
available or being utilized for trauma patients and that
has:
a. operating staff who are immediately available unless

operating on trauma patients and back-up personnel who
are promptly available;

b. cardiopulmonary bypass equipment;
c. operating microscope;
d. appropriate surgical equipment and supplies as

determined by the trauma program medical director; and
e. Post Anesthetic Recovery Room (PAR) which meets the

requirements of California Administrative Code.(A
Surgical Intensive Care Unit is acceptable.)

3. Intensive Care Service:
In addition to the special permit licensing services, a
Trauma Center shall have, pursuant to Section 70301 of
Chapter 1, Division 5 of Title 22 of the California Code of
Regulations, an approved Intensive Care Unit (ICU). The ICU
shall:
a. for trauma patients, the ICU=s may be separate

specialty units;
b. have appropriate equipment and supplies as determined

by the physician responsible for the intensive care
service and the trauma program medical director;

c. have a qualified specialist in house and immediately
available to care for the trauma patients in the
intensive care unit. (The qualified specialist may be
a resident with two (2) years of training who is
supervised by the staff intensivist or attending
surgeon who participates in all critical decision
making.); and

d. have the qualified specialist in (3) above be a member
of the trauma team.

4. Radiological Service:
a. The radiological service shall have immediately

available a radiological technician capable of
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performing:
(1) plain films; and
(2) computed tomography imaging (CT).

b. A radiological service shall have the following
additional services promptly available:
(1) angiography; and
(2) ultrasound.

5. Clinical Laboratory Service:
A clinical laboratory service shall have:
a. a comprehensive blood bank or access to a community

central blood bank with adequate hospital storage
facilities;

b. capability of collecting and storing blood for
emergency care; and

c. clinical laboratory services immediately available.

E. SUPPLEMENTAL SERVICES:

1. In addition to the special permit licensing services, a
Trauma Center shall have, pursuant to Section 70301 of
Chapter 1, Division 5 of Title 22 of the California Code of
Regulations, the following approved supplemental services:
a. Burn Center.

(This service may be provided through written transfer
agreement with a Burn Center. Patients requiring burn
care may be presented to the County's Medical Alert
Center for transfer to a burn center within Los
Angeles County. Patients may be placed outside the
Los Angeles County if resources within the County are
unavailable. The Medical Alert Center will assist in
facilitating the transfer of burn patients to
appropriate facilities.)

b. The following services shall have personnel trained
and equipped for acute care of the critically injured
patient:
(1) Physical Therapy Service
(2) Rehabilitation Center (This service may be

provided through a written transfer agreement
with a rehabilitation center.)

(3) Respiratory Care Service
(4) Hemodialysis capabilities (with qualified

personnel able to acutely hemodialyze trauma
patients twenty-four (24) hours per day)

(5) Occupational Therapy Service Speech Therapy
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Service
(6) Social Service

2. A Trauma Center shall have the following services or
programs that do not require a license or special permit:
a. Pediatric Service. In addition to the requirements in

Division 5 of Title 22 of the California Code of
Regulations, the pediatric service providing in-house
pediatric trauma care shall have:
(1) a pediatric intensive care unit (PICU) approved

by the State Department of Health Services=
California Children Services (CCS); or a written
transfer agreement with an approved pediatric
intensive care unit. Hospitals without pediatric
intensive care units shall establish and utilize
written criteria for consultation and transfer of
pediatric patients needing intensive care; and

(2) a multidisciplinary team to manage child abuse
and neglect.

b. Acute spinal cord injury management capability. (This
service may be provided through a written transfer
agreement with a Rehabilitation Center.)

c. Protocol to identify potential organ donors as
described in Division 7, Chapter 3.5 of the California
Health and Safety Code.

d. An outreach program, to include:
(1) capability to provide both telephone and on-site

consultations with physicians in the community
and outlying areas; and

(2) trauma prevention for the general public.
e. Written inter-facility transfer agreements with

referring and specialty hospitals.

F. QUALITY IMPROVEMENT PROCESS:

Trauma Centers shall have a quality improvement process to
include structure, process, and outcome evaluations which focus
on improvement efforts to identify root causes of problems,
intervene to reduce or eliminate these causes, and take steps to
correct the process. In addition the process shall include:

1. A detailed audit of all trauma related deaths, major
complications, and transfers (including interfacility
transfers);

2. A multidisciplinary trauma peer review committee that
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includes all members of the trauma team;

3. Participation in the trauma system data management system;

4. Participation in the local EMS agency trauma quality
improvement committee as outlined in the Prehospital Care
Policy Manual Reference No. 615, Trauma Quality Improvement
Subcommittee-Trauma Hospital Advisory Committee (THAC-QI)
and Reference No. 616, Trauma Hospital Regional Quality
Improvement Program;

5. Written system in place for patients, parents of minor
children who are patients, legal guardians(s) of children
who are patients, and/or primary caretaker(s) of children
who are patients to provide input and feedback to hospital
staff regarding the care provided to the child; and

6. Following of applicable provisions of Evidence Code Section
1157.7 to ensure confidentiality.

G. VOLUME STANDARDS:

A Level I Trauma Center shall have one of the following patient
volumes annually:

1. a minimum of 1200 trauma program center admissions, or

2. a minimum of 240 trauma patients per year whose Injury
Severity Score (ISS) is greater than 15, or

3. an average of 35 trauma patients, with an ISS greater than
15, per trauma program surgeon per year.

H. CLINICAL EDUCATION AND RESEARCH:

A Level I Trauma Center shall include the following:

1. Trauma research program with ongoing clinical research in
trauma.

2. Accreditation Council on Graduate Medical Education (ACGME)
approved surgical, internal medicine and anesthesiology
residency programs. A mechanism shall be in place to ensure
residents= participation in the acute care of the trauma
patient.
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3. Multidisciplinary trauma conference including, but not
limited to, the trauma team; held at least once a month to
critique selected trauma cases.

4. Formal continuing education in trauma care. Continuing
education in trauma care shall be provided for:
a. staff physicians;
b. staff nurses;
c. staff allied health personnel;
d. EMS personnel; and
e. other community physicians and health care personnel.
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TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT A.II
TRAUMA CENTER REQUIREMENTS

LEVEL II

A. DEFINITIONS:

1. Abbreviated Injury Scale:

"Abbreviated Injury Scale" or "AIS" is an anatomic severity
scoring system. For the purposes of data sharing, the
standard to be followed is AIS 90. For the purposes of
volume performance measurement auditing, the standard to be
followed is AIS 90, using AIS code derived or computer
derived scoring.

2. Dedicated:

a. For on-call physicians, "Dedicated", means taking call
at only one facility during the same time frame.

b. For in-house physicians, "Dedicated", means that their
main responsibility is trauma.

3. Emergency Department Approved for Pediatrics:

"Emergency Department Approved for Pediatrics (EDAP)" means
a licensed basic emergency department that has been
confirmed by the Department of Health Services (DHS), and
the American Academy of Pediatrics Chapter II, and the Los
Angeles Pediatric Society as meeting specific service
criteria to provide optimal emergency pediatric care.

4. General Surgeon:

"General Surgeon" for the purposes of this trauma system, is
a surgeon, credentialed by the facility and experienced in
cardiovascular and organ repair.

5. In-house:

"In-house" means being within the actual confines of the
Trauma Center.

6. Injury Severity Score:
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"Injury Severity Score" or "ISS" means the sum of the square
of the Abbreviated Injury Scale ("AIS") score of the three
most severely injured body regions.

7. Immediately Available:

"Immediately available" means unencumbered by conflicting
duties or responsibilities; responding without delay when
notified; and being physically available to the specified
area of the Trauma Center when the patient is delivered in
accordance with local EMS Agency's policies and procedures.

8. On-Call:

"On-call" means agreeing to be available, according to a
predetermined schedule, to respond to the Trauma Center in
order to provide a defined service.

9. Promptly Available:

"Promptly available" means:
a. responding without delay when notified and requested

to respond to the hospital;
b. being physically available to the specified area of

the Trauma Center (trauma receiving area, emergency
department, operating room, or other specified area of
the trauma center) within a period of time that is
medically prudent and in accordance with local EMS
agency policies and procedures; and

c. the interval between the delivery of the patient at
the Trauma Center and the arrival of the respondent
should not have a measurable harmful effect on the
course of the patient's management or outcome.

When the term "promptly available" is used it is
presumptively met if upon notification and request to
respond to the hospital the physician is in-house within
thirty (30) minutes of the request. Responses in excess of
thirty (30) minutes will be reviewed on a case by case basis
to determine whether the response was medically prudent and
proportionate to the patient's clinical condition and
whether the failure to respond within thirty (30) minutes
had a measurable harmful effect on the course of the
patient's management or outcome.
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10. Qualified Specialist:

"Qualified specialist" or "qualified surgical specialist" or
"qualified non-surgical specialist" means:
a. A physician licensed in California who is board

certified in a specialty by the American Board of
Medical Specialties, the Advisory Board for
Osteopathic Specialties, a Canadian Board or other
appropriate foreign specialty board as determined by
the American Board of Medical Specialities for that
specialty.

b. A non-board certified physician may be recognized as a
"qualified specialist" by the local EMS agency upon
substantiation of need by a trauma center if:
(1) the physician can demonstrate to the appropriate

hospital body and the hospital is able to
document that he/she has met requirements which
are equivalent to those of the Accreditation
Council for Graduate Medical Education ("ACGME")
or the Royal College of Physicians and Surgeons
of Canada;

(2) the physician can clearly demonstrate to the
appropriate hospital body that he/she has
substantial education, training, and experience
in treating and managing trauma patients which
shall be tracked by the trauma quality
improvement program; and

(3) the physician has successfully completed a
residency program.

11. Residency Program:

"Residency program" means a residency program of the trauma
center or a residency program formally affiliated with a
trauma center where senior residents can participate in
educational rotations, which has been approved by the
appropriate Residency Review Committee of the Accreditation
Council on Graduate Medical Education.

12. Senior Resident:

"Senior resident" or "senior level resident" means a
physician, licensed in the State of California, who has
completed at least three (3) years of the residency or is in
their last year of residency training and has the capability
of initiating treatment and who is in training as a member
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of a residency program at the designated Trauma Center.
Residents in general surgery shall have completed three (3)
years of residency in order to be considered a senior
resident.

13. Trauma Center:

"Trauma Center" or "designated Trauma Center" means a
licensed general acute care hospital, accredited by the
Joint Commission of Accreditation of Healthcare
Organizations, which has been designated as a Level I, II,
III, or IV Trauma Center and/or Level I or II Pediatric
Trauma Center by the local EMS agency and the Los Angeles
County Board of Supervisors in accordance with Title 22.

14. Trauma Resuscitation Area:

"Trauma resuscitation area" means a designated area within a
trauma center where trauma patients are evaluated upon
arrival.

15. Trauma Service:

A "trauma service" is a clinical service established by the
organized medical staff of a trauma center that has
oversight and responsibility of the care of the trauma
patient. It includes, but is not limited to, direct patient
care services, administration, and as needed, support
functions to provide medical care to injured patients.

16. Trauma Team:

"Trauma team" means the multi-disciplinary group of
personnel who have been designated to collectively render
care for trauma patients at a designated Trauma Center. The
trauma team consists of physicians, nurses, and allied
health personnel. The composition of the trauma team may
vary in relationship to trauma center designation level and
the patient=s severity of injury, but must include the
trauma surgeon.

B. GENERAL REQUIREMENTS:

1. A licensed hospital which has been designated as a Level II
Trauma Center by the EMS Agency.
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2. Appropriate pediatric equipment and supplies and the
capability of initial evaluation and treatment of pediatric
trauma patients.

3. Establish and utilize written criteria for consultation and
transfer of pediatric patients needing intensive care when
the Trauma Center is without a pediatric intensive care
unit.

4. ReddiNet System where geographically available.

5. A trauma program medical director who is a board certified
surgeon whose responsibilities include, but are not limited
to, factors that affect all aspects of trauma care such as:
a. recommending trauma team physician privileges;
b. working with nursing and administration to support the

needs of trauma patients;
c. developing trauma treatment protocols;
d. determining appropriate equipment and supplies for

trauma care;
e. ensuring the development of policies and procedures to

manage domestic violence, elder and child abuse and
neglect;

f. having authority and accountability for the quality
improvement peer review process;

g. correcting deficiencies in trauma care or excluding
from trauma call those trauma team members who no
longer meet standards;

h. coordinating pediatric trauma care with other hospital
and professional services;

i. coordinating with local and State EMS agencies;
j. assisting in the coordination of the budgetary process

for the trauma program; and
k. identifying representatives from neurosurgery,

orthopaedic surgery, emergency medicine, pediatrics
and other appropriate disciplines to assist in
identifying physicians from their disciplines who are
qualified to be members of the trauma program.

6. A trauma nurse coordinator/manager who is a registered nurse
with qualifications including evidence of educational
preparation and clinical experience in the care of the adult
and/or pediatric trauma patient, knowledge of Trauma Center
operations and local EMS Agency policies and regulations,
administration ability, and responsibilities that include
but are not limited to:
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a. organizing services and systems necessary for the
multi-disciplinary approach to the care of the injured
patient;

b. coordinating day-to-day clinical process and
performance improvement as it pertains to nursing and
ancillary personnel;

c. collaborating with the trauma program medical director
in carrying out the educational, clinical, research,
administrative and outreach activities of the trauma
program; and

d. ensuring compliance with policies, procedures, and
protocols established by the EMS Agency.

7. A trauma service or multi-disciplinary trauma committee
included in their organization which can provide for the
implementation of the requirements specified in this
Agreement and provide for coordination with the local EMS
Agency.

8. A trauma team, which is a multi-disciplinary team
responsible for the initial resuscitation and management of
the trauma patient.

9. Department(s), division(s), service(s) or section(s) that
include at least the following surgical specialties, which
are staffed by qualified specialists:
a. General Surgery
b. Neurologic
c. Obstetric/Gynecologic
d. Ophthalmologic
e. Oral or Maxillofacial or Head/Neck
f. Orthopaedic
g. Plastic
h. Urologic

10. Department(s), division(s), service(s) or section(s) that
include at least the following non-surgical specialties,
which are staffed by qualified specialists:
a. Anesthesiology
b. Emergency Medicine
c. Internal Medicine
d. Pathology
e. Psychiatry
f. Radiology

11. Commitment by the hospital and its medical staff to treat
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and care for any patient presenting.

12. Helipad with a permit issued by the State of California,
Department of Transportation, Division of Aeronautics.

C. PROFESSIONAL STAFF REQUIREMENTS:

1. SURGICAL: Qualified surgical specialist(s) or specialty
availability, which shall be available as follows:

a. Immediately Available:
(1) General surgery:

A general surgeon capable of evaluating and
treating adult and pediatric trauma patients
shall be in-house, immediately available, and
dedicated to the facility for trauma patients
twenty-four (24) hours per day. A general
surgeon capable of evaluating and treating adult
and pediatric trauma patients shall be promptly
available for consultation.

(Requirement may be fulfilled by a supervised
senior resident as defined in Section A-12 of
this Exhibit who is capable of assessing emergent
situations. When a senior resident is the
responsible surgeon:
(a) the senior resident shall be able to

provide the overall control and surgical
leadership necessary for the care of the
patient, including initiating surgical
care;

(b) a staff trauma surgeon or a staff surgeon
with experience in trauma care shall be on-
call and promptly available as defined in
Section A-9 of this Exhibit; and

(c) a staff trauma surgeon on a staff surgeon
with experience in trauma care shall be
advised of all trauma patient admissions,
participate in major therapeutic decisions,
and be present in the emergency department
for major resuscitations and in the
operating room for all trauma operative
procedures.)

b. On-call and Promptly Available:
(1) Cardiothoracic
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(2) General Surgeon (Trauma Centers, Level I and
Level II, shall ensure that a back-up mechanism
exists for a second general surgeon.)

(3) Hand
(4) Neurologic (Trauma Centers, Level I and Level II,

shall ensure that a back-up mechanism exists for
a second neurological surgeon.)

(5) Obstetric/Gynecologic
(6) Ophthalmic
(7) Oral or Maxillofacial or Head/Neck
(8) Orthopedic
(9) Plastic
(10) Reimplantation/Microsurgery (This surgical

service may be provided through a written
transfer agreement at Level I and Level II Trauma
Centers.)

(11) Urologic
(12) Vascular (Trauma Centers, Level I and Level II,

shall ensure the availability of a surgeon
credentialed by the Trauma Center to perform
vascular surgery.)

The on-call general surgeon, while on-call to the
Trauma Center, is dedicated to that facility and must
be promptly available at the hospital.

(The above requirements may be fulfilled by a
supervised senior resident as defined in Section A-12
of this Exhibit who are capable of assessing emergent
situations in their respective specialties. When a
senior resident is the responsible surgeon:

(a) the senior resident shall be able to
provide the overall control and surgical
leadership necessary for the care of the
patient, including initiating surgical
care;

(b) a staff trauma surgeon or a staff surgeon
with experience in trauma care shall be on-
call and promptly available as defined in
Section A-9 of this Exhibit; and

(c) a staff trauma surgeon on a staff surgeon
with experience in trauma care shall be
advised of all trauma patient admissions,
participate in major therapeutic decisions,
and be present in the emergency department
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for major resuscitations and in the
operating room for all trauma operative
procedures.)

c. Available for Consultation:
Available for consultation or consultation and
transfer agreements for adult and pediatric trauma
patients requiring the following surgical services:
(1) Burns
(2) Pediatric
(3) Spinal cord injury

2. NON-SURGICAL: Qualified non-surgical specialist(s) or
specialty availability, which shall be as follows:

a. Immediately Available:
(1) Emergency Medicine:

Emergency medicine, in-house and immediately
available at all times.

(This requirement may be fulfilled by supervised
senior residents, as defined in Section A-12 of
this Exhibit, in emergency medicine, who are
assigned to the emergency department and are
serving in the same capacity. In such cases, the
senior resident(s) shall be capable of assessing
emergency situations in trauma patients and of
providing for initial resuscitation. Emergency
medicine physicians who are qualified specialist
in emergency medicine and are board certified in
emergency medicine shall not be required by the
local EMS agency to complete an Advanced Trauma
Life Support (ATLS) course. Current ATLS
verification is required for all emergency
medicine physicians who provide emergency trauma
care and are qualified specialists in a specialty
other than emergency medicine.)

b. Promptly Available:
(1) Anesthesiologist

(Shall be Promptly Available with a mechanism
established to ensure that the anesthesiologist
is in the operating room when the patient
arrives. This requirement may be fulfilled by
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senior residents or certified registered nurse
anesthetists who are capable of assessing
emergent situations in trauma patients and of
providing any indicated treatment and are
supervised by the staff anesthesiologist. In
such cases, the staff anesthesiologist on-call
shall be advised about the patient, be promptly
available at all times, and present for all
operations.)

(2) Emergency Medicine (Second physician on call.)
(3) Radiologist

c. Available for Consultation:
(1) Cardiologist
(2) Gastroenterologist
(3) Hematologist
(4) Infectious Disease Specialist
(5) Internist
(6) Nephrologist
(7) Neurologist
(8) Pathologist
(9) Pediatrician
(10) Pulmonary Disease Specialist

D. ADDITIONAL SERVICE CAPABILITIES:

1. Emergency Service:
Basic or comprehensive emergency service which has special
permits issued pursuant to Chapter 1, Division 5 of Title
22. The emergency service shall:
a. designate a Medical Director;
b. maintain an Emergency Medicine Physician in the

Emergency Department twenty-four (24) hours per day;
c. designate an emergency physician to be a member of the

trauma team;
d. provide emergency medical services to adult and

pediatric patients;
e. have appropriate adult and pediatric equipment and

supplies as approved by the director of emergency
medicine in collaboration with the trauma program
medical director;

f. designate a trauma resuscitation area of adequate size
to accommodate multi-system injured patient and
equipment; and



Exhibit A.II

11

g. comply with current Emergency Department Approved for
Pediatrics (EDAP) requirements (Attachment A-1).

2. Surgical Service:
A surgical service shall have an operating suite that is
available or being utilized for trauma patients and that
has:
a. operating staff who are promptly available unless

operating on trauma patients and back-up personnel who
are promptly available;

b. appropriate surgical equipment and supplies as
determined by the trauma program medical director; and

c. Post Anesthetic Recovery Room (PAR) which meets the
requirements of California Administrative Code. (A
Surgical Intensive Care Unit is acceptable.)

3. Intensive Care Service:
In addition to the special permit licensing services, a
trauma center shall have, pursuant to Section 70301 of
Chapter 1, Division 5 of Title 22 of the California Code of
Regulations, an approved Intensive Care Unit (ICU). The ICU
shall:
a. for trauma patients, the ICU=s may be separate

specialty units;
b. have appropriate equipment and supplies as determined

by the physician responsible for the intensive care
service and the trauma program medical director;

c. have a qualified specialist promptly available to care
for the trauma patients in the intensive care unit.
(The qualified specialist may be a resident with two
(2) years of training who is supervised by the staff
intensivist or attending surgeon who participates in
all critical decision making.); and

d. the qualified specialist in (3) above shall be a
member of the trauma team.

4. Radiological Service:
a. The radiological service shall have immediately

available a radiological technician capable of
performing:
(1) plain films; and
(2) computed tomography imaging (CT).

b. A radiological service shall have the following
additional services promptly available:
(1) angiography; and
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(2) ultrasound.

5. Clinical Laboratory Service:
A clinical laboratory service shall have:
a. a comprehensive blood bank or access to a community

central blood bank with adequate hospital storage
facilities;

b. capability of collecting and storing blood for
emergency care; and

c. clinical laboratory services immediately available.

E. SUPPLEMENTAL SERVICES:

1. In addition to the special permit licensing services, a
trauma center shall have, pursuant to Section 70301 of
Chapter 1, Division 5 of Title 22 of the California Code of
Regulations, the following approved supplemental services:
a. Burn Center.

(This service may be provided through written transfer
agreement with a Burn Center. Patients requiring burn
care may be presented to the County's Medical Alert
Center for transfer to a burn center within Los
Angeles County. Patients may be placed outside the
Los Angeles County if resources within the County are
unavailable. The Medical Alert Center will assist in
facilitating the transfer of burn patients to
appropriate facilities.)

b. The following services shall have personnel trained
and equipped for acute care of the critically injured
patient:
(1) Physical Therapy Service
(2) Rehabilitation Center (This service may be

provided through a written transfer agreement
with a rehabilitation center.)

(3) Respiratory Care Service
(4) Hemodialysis capabilities (with qualified

personnel able to acutely hemodialyze trauma
patients twenty-four (24) hours per day)

(5) Occupational Therapy Service Speech Therapy
Service

(6) Social Service

2. A trauma center shall have the following services or
programs that do not require a license or special permit:
a. Pediatric Service. In addition to the requirements in
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Division 5 of Title 22 of the California Code of
Regulations, the pediatric service providing in-house
pediatric trauma care shall have:
(1) a pediatric intensive care unit approved by the

State Department of Health Services= California
Children Services (CCS);or a written transfer
agreement with an approved pediatric intensive
care unit. Hospitals without pediatric intensive
care units shall establish and utilize written
criteria for consultation and transfer of
pediatric patients needing intensive care; and

(2) a multidisciplinary team to manage child abuse
and neglect.

b. Acute spinal cord injury management capability. (This
service may be provided through a written transfer
agreement with a Rehabilitation Center.)

c. Protocol to identify potential organ donors as
described in Division 7, Chapter 3.5 of the California
Health and Safety Code.

d. An outreach program, to include:
(1) capability to provide both telephone and on-site

consultations with physicians in the community
and outlying areas; and

(2) trauma prevention for the general public.
e. Written inter-facility transfer agreements with

referring and specialty hospitals.

F. QUALITY IMPROVEMENT PROCESS:

Trauma Centers shall have a quality improvement process to
include structure, process, and outcome evaluations which focus
on improvement efforts to identify root causes of problems,
intervene to reduce or eliminate these causes, and take steps to
correct the process. In addition the process shall include:

1. A detailed audit of all trauma related deaths, major
complications, and transfers (including interfacility
transfers);

2. A multidisciplinary trauma peer review committee that
includes all members of the trauma team;

3. Participation in the trauma system data management system;

4. Participation in the local EMS agency trauma quality
improvement committee as outlined in the Prehospital Care
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Policy Manual Reference No. 615, Trauma Quality Improvement
Subcommittee-Trauma Hospital Advisory Committee (THAC-QI)
and Reference No. 616, Trauma Hospital Regional Quality
Improvement Program;

5. Written system in place for patients, parents of minor
children who are patients, legal guardians(s) of children
who are patients, and/or primary caretaker(s) of children
who are patients to provide input and feedback to hospital
staff regarding the care provided to the child; and

6. Following of applicable provisions of Evidence Code Section
1157.7 to ensure confidentiality.

G. VOLUME STANDARDS:

A Level II Trauma Center shall demonstrate the capacity and
ability to care for 350 trauma patients annually, including
surgical and intensive care unit capacities/capabilities.

H. CLINICAL EDUCATION:

A Level II Trauma Center shall include the following:

1. Multidisciplinary trauma conference including, but not
limited to, the trauma team; held at least once a month to
critique selected trauma cases.

2. Formal continuing education in trauma care. Continuing
education in trauma care shall be provided for:
a. staff physicians;
b. staff nurses;
c. staff allied health personnel;
d. EMS personnel; and
e. other community physicians and health care personnel.
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TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT A.III
TRAUMA CENTER REQUIREMENTS

PEDIATRIC LEVEL I

A. DEFINITIONS:

1. Abbreviated Injury Scale:

"Abbreviated Injury Scale" or "AIS" is an anatomic severity
scoring system. For the purposes of data sharing, the
standard to be followed is AIS 90. For the purposes of
volume performance measurement auditing, the standard to be
followed is AIS 90, using AIS code derived or computer
derived scoring.

2. Available for Consultation:

"Available for Consultation" means being physically
available to the specified area of the Trauma Center within
a period of time that is medically prudent, but not in
excess of twenty-four (24) hours unless documented in the
medical record that the consult does not need to respond in
person.

3. Dedicated:

a. For on-call physicians, "Dedicated", means taking call
at only one facility during the same time frame.

b. For in-house physicians, "Dedicated", means that their
main responsibility is trauma.

4. Emergency Department Approved for Pediatrics:

"Emergency Department Approved for Pediatrics (EDAP)" means
a licensed basic emergency department that has been
confirmed by the Department of Health Services (DHS), and
the American Academy of Pediatrics Chapter II, and the Los
Angeles Pediatric Society as meeting specific service
criteria to provide optimal emergency pediatric care.

5. General Surgeon:

"General Surgeon" for the purposes of this trauma system, is
a surgeon, credentialed by the facility and experienced in
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cardiovascular and organ repair.

6. In-house:

"In-house" means being within the actual confines of the
Trauma Center.

7. Injury Severity Score:

"Injury Severity Score" or "ISS" means the sum of the square
of the Abbreviated Injury Scale ("AIS") score of the three
most severely injured body regions.

8. Immediately Available:

"Immediately available" means unencumbered by conflicting
duties or responsibilities; responding without delay when
notified; and being physically available to the specified
area of the Trauma Center when the patient is delivered in
accordance with local EMS Agency's policies and procedures.

9. On-Call:

"On-call" means agreeing to be available, according to a
predetermined schedule, to respond to the Trauma Center in
order to provide a defined service.

10. Pediatric Experience:

"Pediatric Experience" means a surgical or non-surgical
physician specialty that has been approved to provide care
to the pediatric trauma patient as defined by the Pediatric
Trauma Director.

11. Promptly Available:

"Promptly available" means:
a. responding without delay when notified and requested

to respond to the hospital;
b. being physically available to the specified area of

the Trauma Center (trauma receiving area, emergency
department, operating room, or other specified area of
the trauma center) within a period of time that is
medically prudent and in accordance with local EMS
agency policies and procedures; and

c. the interval between the delivery of the patient at
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the Trauma Center and the arrival of the respondent
should not have a measurable harmful effect on the
course of the patient's management or outcome.

When the term "promptly available" is used it is
presumptively met if upon notification and request to
respond to the hospital the physician is in-house within
thirty (30) minutes of the request. Responses in excess of
thirty (30) minutes will be reviewed on a case by case basis
to determine whether the response was medically prudent and
proportionate to the patient's clinical condition and
whether the failure to respond within thirty (30) minutes
had a measurable harmful effect on the course of the
patient's management or outcome.

12. Qualified Specialist:

"Qualified specialist" or "qualified surgical specialist" or
"qualified non-surgical specialist" means:
a. A physician licensed in California who is board

certified in a specialty by the American Board of
Medical Specialties, the Advisory Board for
Osteopathic Specialties, a Canadian Board or other
appropriate foreign specialty board as determined by
the American Board of Medical Specialities for that
specialty.

b. A non-board certified physician may be recognized as a
"qualified specialist" by the local EMS agency upon
substantiation of need by a trauma center if:
(1) the physician can demonstrate to the appropriate

hospital body and the hospital is able to
document that he/she has met requirements which
are equivalent to those of the Accreditation
Council for Graduate Medical Education ("ACGME")
or the Royal College of Physicians and Surgeons
of Canada;

(2) the physician can clearly demonstrate to the
appropriate hospital body that he/she has
substantial education, training, and experience
in treating and managing trauma patients which
shall be tracked by the trauma quality
improvement program; and

(3) the physician has successfully completed a
residency program.
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13. Residency Program:

"Residency program" means a residency program of the trauma
center or a residency program formally affiliated with a
trauma center where senior residents can participate in
educational rotations, which has been approved by the
appropriate Residency Review Committee of the Accreditation
Council on Graduate Medical Education.

14. Senior Resident:

"Senior resident" or "senior level resident" means a
physician, licensed in the State of California, who has
completed at least three (3) years of the residency or is in
their last year of residency training and has the capability
of initiating treatment and who is in training as a member
of a residency program at the designated Trauma Center.
Residents in general surgery shall have completed three (3)
years of residency in order to be considered a senior
resident.

15. Trauma Center:

"Trauma Center" or "designated Trauma Center" means a
licensed general acute care hospital, accredited by the
Joint Commission of Accreditation of Healthcare
Organizations, which has been designated as a Level I, II,
III, or IV Trauma Center and/or Level I or II Pediatric
Trauma Center by the local EMS agency and the Los Angeles
County Board of Supervisors in accordance with Title 22.

16. Trauma Resuscitation Area:

"Trauma resuscitation area" means a designated area within a
trauma center where trauma patients are evaluated upon
arrival.

17. Trauma Service:

A "trauma service" is a clinical service established by the
organized medical staff of a trauma center that has
oversight and responsibility of the care of the trauma
patient. It includes, but is not limited to, direct patient
care services, administration, and as needed, support
functions to provide medical care to injured patients.

18. Trauma Team:



Exhibit A.III

5

"Trauma team" means the multi-disciplinary group of
personnel who have been designated to collectively render
care for trauma patients at a designated Trauma Center. The
trauma team consists of physicians, nurses, and allied
health personnel. The composition of the trauma team may
vary in relationship to trauma center designation level and
the patient=s severity of injury, but must include the
trauma surgeon.

B. GENERAL REQUIREMENTS:

1. A licensed hospital which has been designated as a Level I
pediatric Trauma Center by the EMS Agency.

2. ReddiNet System where geographically available.

3. A pediatric trauma program medical director who is a board
certified pediatric surgeon (may also be trauma program
medical director for adult trauma services), whose
responsibilities include, but are not limited to, factors
that affect all aspects of pediatric trauma care such as:
a. recommending pediatric trauma team physician

privileges;
b. working with nursing and administration to support the

needs of pediatric trauma patients;
c. developing pediatric trauma treatment protocols;
d. determining appropriate equipment and supplies for

pediatric trauma care;
e. ensuring the development of policies and procedures to

manage domestic violence, elder and child abuse and
neglect;

f. having authority and accountability for the pediatric
trauma quality improvement peer review process;

g. correcting deficiencies in pediatric trauma care or
excluding from trauma call those trauma team members
who no longer meet standards;

h. coordinating pediatric trauma care with other hospital
and professional services;

i. coordinating with local and State EMS agencies;
j. assisting in the coordination of the budgetary process

for the trauma program; and
k. identifying representatives from neurosurgery,

orthopaedic surgery, emergency medicine, pediatrics
and other appropriate disciplines to assist in
identifying physicians from their disciplines who have
pediatric trauma care experience and who are qualified
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to be members of the pediatric trauma program.

4. A pediatric trauma nurse coordinator/manager who is a
registered nurse with qualifications (may also be trauma
nurse coordinator/manager for adult trauma services)
including evidence of educational preparation and clinical
experience in the care of pediatric trauma patients,
knowledge of Trauma Center operations and local EMS Agency
policies and regulations, administration ability, and
responsibilities that include but are not limited to factors
that affect all aspects of pediatric trauma care, including:
a. organizing services and systems necessary for the

multi-disciplinary approach to the care of the injured
child;

b. coordinating day-to-day clinical process and
performance improvement as it pertains to pediatric
trauma nursing and ancillary personnel;

c. collaborating with the pediatric trauma program
medical director in carrying out the educational,
clinical, research, administrative and outreach
activities of the pediatric trauma program; and

d. ensuring compliance with policies, procedures, and
protocols established by the EMS Agency.

5. A pediatric trauma service which can provide for the
implementation of the requirements specified in this
Agreement and provide for coordination with the local EMS
Agency.

6. A pediatric trauma team, which is a multi-disciplinary team
responsible for the initial resuscitation and management of
the pediatric trauma patient.
a. The pediatric trauma team leader shall be a surgeon

with pediatric trauma experience as defined by the
trauma program medical director; and

b. the remainder of the team shall include physician,
nursing, and support personnel in sufficient numbers
to evaluate, resuscitate, treat, and stabilize
pediatric trauma patients.

7. Department(s), division(s), service(s) or section(s) that
include at least the following surgical specialties, which
are staffed by qualified specialists with pediatric
experience:
a. Microsurgery/Reimplantation (may be provided through a

written transfer agreement with a hospital that has a
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department division service, or section that provides
this service)

b. Neurologic
c. Obstetric/Gynecologic (may be provided through a

written transfer agreement with a hospital that has a
department, division, service, or section that
provides this service)

d. Ophthalmologic
e. Oral or Maxillofacial or Head/Neck
f. Orthopaedic
g. Pediatric
h. Plastic
i. Urologic

8. Department(s), division(s), service(s) or section(s) that
include at least the following non-surgical specialties,
which are staffed by qualified specialists with pediatric
experience:
a. Anesthesiology
b. Cardiology
c. Critical Care
d. Emergency Medicine
e. Gastroenterology
f. General Pediatrics
g. Hematology/Oncology
h. Infectious Disease
i. Neonatology
j. Nephrology
k. Neurology
l. Pathology
m. Psychiatry
n. Pulmonology
o. Radiology
p. Rehabilitation/Physical Medicine. (This requirement

may be provided through a written agreement with a
pediatric rehabilitation center.)

9. Commitment by the hospital and its medical staff to treat
and care for any pediatric patient presenting.

10. Demonstrated capacity and ability to care for pediatric
trauma patients fourteen (14) years and younger, including
surgical and intensive care unit capacities/capabilities.

11. Helipad with a permit issued by the State of California,
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Department of Transportation, Division of Aeronautics.

C. PROFESSIONAL STAFF REQUIREMENTS:

1. SURGICAL: Qualified surgical specialist(s) or specialty
availability, which shall be available as follows:

a. Immediately Available:
(1) Pediatric Surgeon:

A pediatric surgeon capable of evaluating and
treating pediatric trauma patients shall be in-
house, immediately available, and dedicated to
the facility for pediatric trauma patients
twenty-four (24) hours per day. A pediatric
surgeon capable of evaluating and treating
pediatric trauma patients shall be promptly
available for consultation.

(This requirement may be fulfilled by:
(a) a staff pediatric surgeon with experience

in pediatric trauma care; or
(b) a staff trauma surgeon with experience in

pediatric trauma care; or
(c) a senior general surgical resident who has

completed at least three clinical years of
surgical residency training and is capable
of assessing emergent situations. When a
senior resident is the responsible surgeon:
(i) the senior resident shall be able to

provide the overall control and
surgical leadership necessary for
the care of the pediatric patient,
including initiating surgical care;
and

(ii) a staff pediatric trauma surgeon
with experience in pediatric trauma
care or a staff surgeon with
experience in pediatric trauma care
shall be on-call and promptly
available; and

(iii) a staff pediatric trauma surgeon on
a staff surgeon with experience in
pediatric trauma care shall be
advised of all trauma patient
admissions, participate in major
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therapeutic decisions, and be
present in the emergency department
for major resuscitations and in the
operating room for all trauma
operative procedures.)

b. On-call and Promptly Available with pediatric
experience:
(1) Cardiothoracic
(2) Pediatric Surgeon (Pediatric Trauma Centers,

Level I and Level II, shall ensure that a backup
mechanism exists for a second pediatric surgeon.)

(3) Hand
(4) Pediatric Neurologic (Pediatric Trauma Centers,

Level I and Level II, shall ensure that a back-up
mechanism exists for a second neurological
surgeon.)

(5) Obstetric/Gynecologic (This surgical service may
be provided through a written transfer
agreement.)

(6) Pediatric Ophthalmic
(7) Pediatric Oral or Maxillofacial or Head/Neck
(8) Pediatric Orthopedic
(9) Plastic Surgeon
(10) Reimplantation/Microsurgery (This surgical

service may be provided through a written
transfer agreement at Pediatric Level I and Level
II Trauma Centers.)

(11) Urologic
(12) Vascular (Pediatric Trauma Centers, Level I and

Level II, shall ensure the availability of a
surgeon credentialed by the Trauma Center to
perform vascular surgery.)

(The above requirements may be fulfilled by a
supervised senior resident as defined in Section A-14
of this Exhibit who are capable of assessing emergent
situations in their respective specialties. When a
senior resident is the responsible surgeon:

(a) the senior resident shall be able to
provide the overall control and surgical
leadership necessary for the care of the
patient, including initiating surgical
care;

(b) a staff trauma surgeon or a staff surgeon
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with experience in trauma care shall be on-
call and promptly available as defined in
Section A-11 of this Exhibit; and

(c) a staff pediatric trauma surgeon on a staff
surgeon with experience in pediatric trauma
care shall be advised of all pediatric
trauma patient admissions, participate in
major therapeutic decisions, and be present
in the emergency department for major
resuscitations and in the operating room
for all trauma operative procedures.)

c. Available for Consultation:
Available for consultation or consultation and
transfer agreements for pediatric trauma patients
requiring the following surgical services:
(1) Burns
(2) Spinal Cord Injury

2. NON-SURGICAL: Qualified non-surgical specialist(s) or
specialty availability, which shall be as follows:

a. Immediately Available:
(1) Emergency Medicine:

Emergency medicine, staffed with qualified
specialist in emergency medicine with pediatric
experience, who are in-house and immediately
available at all times with a second physician on
call.

(This requirement may be fulfilled by:
(a) a qualified specialist in pediatric

emergency medicine; or
(b) a qualified specialist in emergency

medicine with pediatric experience; or
(c) a subspecialty resident in emergency

medicine who has completed at least one
year of subspecialty residency education in
pediatric emergency medicine with pediatric
experience. In such cases, the senior
resident(s) shall be capable of assessing
emergency situations in trauma patients and
of providing for initial resuscitation.
Emergency medicine physicians who are
qualified specialist in emergency medicine
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and are board certified in emergency
medicine or pediatric emergency medicine
shall not be required by the local EMS
agency to complete an Advanced Trauma Life
Support (ATLS) course. Current ATLS
verification is required for all emergency
medicine physicians who provide emergency
trauma care and are qualified specialists
in a specialty other than emergency
medicine. When a senior resident is the
responsible emergency physician in house:
(i) a qualified specialist in pediatric

emergency medicine or emergency
medicine with pediatric experience
shall be promptly available; and

(ii) the qualified specialist on-call
shall be notified of all patients
who require resuscitation, operative
surgical intervention, or intensive
care unit admission.)

(2) Pediatric Anesthesiologist:
Pediatric Anesthesiology, Level I shall be
immediately available, with a second physician on
call and dedicated to the facility.

(This requirement may be fulfilled by senior
residents or certified registered nurse
anesthetists with pediatric experience who are
capable of assessing emergent situations in
pediatric trauma patients and of providing any
indicated treatment and are supervised by the
staff anesthesiologist. In such cases, the staff
anesthesiologist with pediatric experience on-
call shall be advised about the patient, be
promptly available at all times, and present for
all operations.)

(3) Pediatric Critical Care:
Pediatric Critical Care, in-house and immediately
available.

(The in-house requirement may be fulfilled by:
(a) a qualified specialist in pediatric

critical care medicine; or



Exhibit A.III

12

(b) a qualified specialist in anesthesiology
with experience in pediatric critical care;
or

(c) a qualified surgeon with expertise in
pediatric critical care; or

(d) a physician who has completed a least two
years of residency in pediatrics. When a
senior resident is the responsible
pediatric critical care physician then:
(i) a qualified specialist in pediatric

critical care medicine, or a
qualified specialist in
anesthesiology with experience in
pediatric critical care, shall be
on-call and promptly available; and

(ii) the qualified specialist on-call
shall be advised about all patients
who may require admission to the
pediatric intensive care unit and
shall participate in all major
therapeutic decisions and
interventions.

b. Promptly Available:
(1) Pediatric Anesthesiology (second call)
(2) Pediatric Emergency Medicine (second call)
(3) Pediatric Gastroenterology
(4) Pediatric Infectious Disease
(5) Pediatric Nephrology
(6) Pediatric Neurology
(7) Pediatric Pulmonology
(8) Pediatric Radiology

c. Available for Consultation:
(1) The following qualified specialist with pediatric

experience shall be on the hospital staff and
Available for Consultation:
(a) General Pediatrics
(b) Mental Health
(c) Neonatology
(d) Pathology
(e) Pediatric Cardiology
(f) Pediatric Hematology/Oncology
(g) Pediatric Infectious Disease

(2) The following qualified specialist with pediatric
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experience shall be Available for Consultation or
provided through transfer agreement:
(a) Adolescent Medicine
(b) Child Development
(c) Genetics/Dysmorphology
(d) Neuroradiology
(e) Obstetrics
(f) Pediatric Allergy and Immunology
(g) Pediatric Dentistry
(h) Pediatric Endocrinology
(i) Pediatric Pulmonology
(j) Rehabilitation/Physical Medicine.

D. ADDITIONAL SERVICE CAPABILITIES:

1. Emergency Service:
Basic or comprehensive emergency service which has special
permits issued pursuant to Chapter 1, Division 5 of Title
22. The emergency service shall:
a. designate an emergency physician to be a member of the

pediatric trauma team;
b. provide emergency medical services to pediatric

patients;
c. have appropriate pediatric equipment and supplies as

approved by the director of emergency medicine in
collaboration with the trauma program medical
director;

d. designate a trauma resuscitation area of adequate size
to accommodate multi-system injured pediatric trauma
patients and equipment; and

e. comply with the Emergency Department Approved for
Pediatrics (EDAP) requirements (Attachment A-1).

2. Surgical Service:
A surgical service shall have an operating suite that is
available or being utilized for trauma patients and that
has:
a. operating staff who are immediately available unless

operating on trauma patients and back-up personnel who
are promptly available;

b. appropriate surgical equipment and supplies as
determined by the trauma program medical director;

c. cardiopulmonary bypass equipment; and
d. operating microscope.

3. Pediatric Intensive Care Unit (PICU):
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a. The PICU shall be approved by the State Department of
Health Services= California Children Services (CCS);

b. The PICU shall have appropriate equipment and supplies
as determined by the physician responsible for the
pediatric intensive care service and the pediatric
trauma program medical director;

c. The pediatric intensive care specialist shall be
immediately available, advised about all patients who
may require admission to the PICU, and shall
participate in all major therapeutic decisions and
interventions; and

d. The qualified specialist in (c) above shall be a
member of the trauma team.

4. Radiological Service:
a. The radiological service shall have in-house and

immediately available a radiological technician
capable of performing:
(1) plain films; and
(2) computed tomography imaging (CT).

b. A radiological service shall have the following
additional services promptly available for children:
(1) angiography; and
(2) ultrasound.

5. Clinical Laboratory Service: A clinical laboratory service
shall have:
a. a comprehensive blood bank or access to a community

central blood bank with adequate hospital storage
facilities;

b. capability of collecting and storing blood for
emergency care; and

c. clinical laboratory services immediately available
with micro sampling capability.

6. Nursing Services: Nursing services that are staffed by
qualified licensed nurses with education, experience, and
demonstrated clinical competence in the care of critically
ill and injured children.

E. SUPPLEMENTAL SERVICES:

1. In addition to the special permit licensing services, a
pediatric trauma center shall have, pursuant to Section
70301 of Chapter 1, Division 5 of Title 22 of the California
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Code of Regulations, the following approved supplemental
services:
a. Burn Center.

(This service may be provided through written transfer
agreement with a Burn Center. Patients requiring burn
care may be presented to the County's Medical Alert
Center for transfer to a burn center within Los
Angeles County. Patients may be placed outside the
Los Angeles County if resources within the County are
unavailable. The Medical Alert Center will assist in
facilitating the transfer of burn patients to
appropriate facilities.)

b. The following services shall have personnel trained in
pediatrics and equipped for acute care of the
critically injured child:
(1) Physical Therapy Service
(2) Rehabilitation Center (This service may be

provided through a written transfer agreement
with a rehabilitation center.)

(3) Respiratory Care Service
(4) Hemodialysis capabilities, with qualified

personnel able to acutely hemodialyze trauma
patients twenty-four (24) hours/day

(5) Occupational Therapy Service
(6) Speech Therapy Service
(7) Social Service

2. A trauma center shall have the following services or
programs that do not require a license or special permit:
a. Post Anesthetic Recovery Room (PAR) shall meet the

requirements of California Administrative Code.
(Surgical Intensive Care Unit is acceptable.)

b. Acute spinal cord injury management capability. (This
service may be provided through a written transfer
agreement with a Rehabilitation Center.)

c. Protocol to identify potential organ donors as
described in Division 7, Chapter 3.5 of the
California Health and Safety Code.

d. An outreach program, to include:
(1) capability to provide both telephone and on-site

consultations with physicians in the community
and outlying areas; and

(2) trauma prevention for the general public; and
(3) public education and illness/injury prevention

education.
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e. Written inter-facility transfer agreements with
referring and specialty hospitals.

f. Suspected child abuse and neglect team (SCAN).
g. Aeromedical transport plan.
h. Child Life Program.
i. Pediatric Trauma research program.
j. Maintain an educational rotation with an Accreditation

Council on Graduate Medical Education (ACGME) approved
and affiliated surgical residency program.

F. QUALITY IMPROVEMENT PROCESS:

Pediatric Trauma Centers shall have a quality improvement process
to include structure, process, and outcome evaluations which
focus on improvement efforts to identify root causes of problems,
intervene to reduce or eliminate these causes, and take steps to
correct the process. In addition the process shall include:

1. A detailed audit of all trauma related deaths, major
complications, and transfers (including interfacility
transfers);

2. A multidisciplinary trauma peer review committee that
includes all members of the trauma team;

3. Participation in the trauma system data management system;

4. Participation in the local EMS agency trauma quality
improvement committee as outlined in the Prehospital Care
Policy Manual Reference No. 615, Trauma Quality Improvement
Subcommittee-Trauma Hospital Advisory Committee (THAC-QI)
and Reference No. 616, Trauma Hospital Regional Quality
Improvement Program;

5. Written system in place for patients, parents of minor
children who are patients, legal guardians(s) of children
who are patients, and/or primary caretaker(s) of children
who are patients to provide input and feedback to hospital
staff regarding the care provided to the child; and

6. Following of applicable provisions of Evidence Code Section
1157.7 to ensure confidentiality.

G. CLINICAL EDUCATION AND RESEARCH:



Exhibit A.III

17

A Level I Pediatric Trauma Center shall include the following:

1. Multidisciplinary trauma conference including, but not
limited to, the trauma team; held at least once a month to
critique selected trauma cases.

2. Formal continuing education in pediatric trauma care.
Continuing education in pediatric trauma care shall be
provided for:
a. staff physicians;
b. staff nurses;
c. staff allied health personnel;
d. EMS personnel; and
e. other community physicians and health care personnel.
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TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT A.IV
TRAUMA CENTER REQUIREMENTS

PEDIATRIC LEVEL II

A. DEFINITIONS:

1. Abbreviated Injury Scale:

"Abbreviated Injury Scale" or "AIS" is an anatomic severity
scoring system. For the purposes of data sharing, the
standard to be followed is AIS 90. For the purposes of
volume performance measurement auditing, the standard to be
followed is AIS 90, using AIS code derived or computer
derived scoring.

2. Available for Consultation:

"Available for Consultation" means being physically
available to the specified area of the Trauma Center within
a period of time that is medically prudent, but not in
excess of twenty-four (24) hours unless documented in the
medical record that the consult does not need to respond in
person.

3. Dedicated:

a. For on-call physicians, "Dedicated", means taking call
at only one facility during the same time frame.

b. For in-house physicians, "Dedicated", means that their
main responsibility is trauma.

4. Emergency Department Approved for Pediatrics:

"Emergency Department Approved for Pediatrics (EDAP)" means
a licensed basic emergency department that has been
confirmed by the Department of Health Services (DHS), and
the American Academy of Pediatrics Chapter II, and the Los
Angeles Pediatric Society as meeting specific service
criteria to provide optimal emergency pediatric care.

5. General Surgeon:

"General Surgeon" for the purposes of this trauma system, is
a surgeon, credentialed by the facility and experienced in
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cardiovascular and organ repair.

6. In-house:

"In-house" means being within the actual confines of the
Trauma Center.

7. Injury Severity Score:

"Injury Severity Score " or "ISS" means the sum of the
square of the Abbreviated Injury Scale ("AIS") score of the
three most severely injured body regions.

8. Immediately Available:

"Immediately available" means unencumbered by conflicting
duties or responsibilities; responding without delay when
notified; and being physically available to the specified
area of the Trauma Center when the patient is delivered in
accordance with local EMS Agency's policies and procedures.

9. On-Call:

"On-call" means agreeing to be available, according to a
predetermined schedule, to respond to the Trauma Center in
order to provide a defined service.

10. Pediatric Experience:

"Pediatric Experience" means a surgical or non-surgical
physician specialty that has been approved to provide care
to the pediatric trauma patient as defined by the Pediatric
Trauma Director.

11. Promptly Available:

"Promptly available" means:
a. responding without delay when notified and requested

to respond to the hospital;
b. being physically available to the specified area of

the Trauma Center (trauma receiving area, emergency
department, operating room, or other specified area of
the trauma center) within a period of time that is
medically prudent and in accordance with local EMS
agency policies and procedures; and

c. the interval between the delivery of the patient at
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the Trauma Center and the arrival of the respondent
should not have a measurable harmful effect on the
course of the patient's management or outcome.

When the term "promptly available" is used it is
presumptively met if upon notification and request to
respond to the hospital the physician is in-house within
thirty (30) minutes of the request. Responses in excess of
thirty (30) minutes will be reviewed on a case by case basis
to determine whether the response was medically prudent and
proportionate to the patient's clinical condition and
whether the failure to respond within thirty (30) minutes
had a measurable harmful effect on the course of the
patient's management or outcome.

12. Qualified Specialist:

"Qualified specialist" or "qualified surgical specialist" or
"qualified non-surgical specialist" means:
a. A physician licensed in California who is board

certified in a specialty by the American Board of
Medical Specialties, the Advisory Board for
Osteopathic Specialties, a Canadian Board or other
appropriate foreign specialty board as determined by
the American Board of Medical Specialities for that
specialty.

b. A non-board certified physician may be recognized as a
"qualified specialist" by the local EMS agency upon
substantiation of need by a trauma center if:
(1) the physician can demonstrate to the appropriate

hospital body and the hospital is able to
document that he/she has met requirements which
are equivalent to those of the Accreditation
Council for Graduate Medical Education ("ACGME")
or the Royal College of Physicians and Surgeons
of Canada;

(2) the physician can clearly demonstrate to the
appropriate hospital body that he/she has
substantial education, training, and experience
in treating and managing trauma patients which
shall be tracked by the trauma quality
improvement program; and

(3) the physician has successfully completed a
residency program.
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13. Residency Program:

"Residency program" means a residency program of the trauma
center or a residency program formally affiliated with a
trauma center where senior residents can participate in
educational rotations, which has been approved by the
appropriate Residency Review Committee of the Accreditation
Council on Graduate Medical Education.

14. Senior Resident:

"Senior resident" or "senior level resident" means a
physician, licensed in the State of California, who has
completed at least three (3) years of the residency or is in
their last year of residency training and has the capability
of initiating treatment and who is in training as a member
of a residency program at the designated Trauma Center.
Residents in general surgery shall have completed three (3)
years of residency in order to be considered a senior
resident.

15. Trauma Center:

"Trauma Center" or "designated Trauma Center" means a
licensed general acute care hospital, accredited by the
Joint Commission of Accreditation of Healthcare
Organizations, which has been designated as a Level I, II,
III, or IV Trauma Center and/or Level I or II Pediatric
Trauma Center by the local EMS agency and the Los Angeles
County Board of Supervisors in accordance with Title 22.

16. Trauma Resuscitation Area:

"Trauma resuscitation area" means a designated area within a
trauma center where trauma patients are evaluated upon
arrival.

17. Trauma Service:

A "trauma service" is a clinical service established by the
organized medical staff of a trauma center that has
oversight and responsibility of the care of the trauma
patient. It includes, but is not limited to, direct patient
care services, administration, and as needed, support
functions to provide medical care to injured patients.

18. Trauma Team:
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"Trauma team" means the multi-disciplinary group of
personnel who have been designated to collectively render
care for trauma patients at a designated Trauma Center. The
trauma team consists of physicians, nurses, and allied
health personnel. The composition of the trauma team may
vary in relationship to trauma center designation level and
the patient=s severity of injury, but must include the
trauma surgeon.

B. GENERAL REQUIREMENTS:

1. A licensed hospital which has been designated as a Level II
pediatric Trauma Center by the EMS Agency.

2. ReddiNet System where geographically available.

3. A pediatric trauma program medical director who is a board
certified surgeon with experience in pediatric trauma care
(may also be trauma program medical director for adult
trauma services), whose responsibilities include, but are
not limited to, factors that affect all aspects of pediatric
trauma care such as:
a. recommending pediatric trauma team physician

privileges;
b. working with nursing and administration to support the

needs of pediatric trauma patients;
c. developing pediatric trauma treatment protocols;
d. determining appropriate equipment and supplies for

pediatric trauma care;
e. ensuring the development of policies and procedures to

manage domestic violence, elder and child abuse and
neglect;

f. having authority and accountability for the pediatric
trauma quality improvement peer review process;

g. correcting deficiencies in pediatric trauma care or
excluding from trauma call those trauma team members
who no longer meet standards;

h. coordinating pediatric trauma care with other hospital
and professional services;

i. coordinating with local and State EMS agencies;
j. assisting in the coordination of the budgetary process

for the trauma program; and
k. identifying representatives from neurosurgery,

orthopaedic surgery, emergency medicine, pediatrics
and other appropriate disciplines to assist in
identifying physicians from their disciplines who have
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pediatric trauma care experience and who are qualified
to be members of the pediatric trauma program.

4. A pediatric trauma nurse coordinator/manager who is a
registered nurse with qualifications (may also be trauma
nurse coordinator/manager for adult trauma services)
including evidence of educational preparation and clinical
experience in the care of pediatric trauma patients,
knowledge of Trauma Center operations and local EMS Agency
policies and regulations, administration ability, and
responsibilities that include but are not limited to factors
that affect all aspects of pediatric trauma care, including:
a. organizing services and systems necessary for the

multi-disciplinary approach to the care of the injured
child;

b. coordinating day-to-day clinical process and
performance improvement as it pertains to pediatric
trauma nursing and ancillary personnel;

c. collaborating with the pediatric trauma program
medical director in carrying out the educational,
clinical, research, administrative and outreach
activities of the pediatric trauma program; and

d. ensuring compliance with policies, procedures, and
protocols established by the EMS Agency.

5. A pediatric trauma service which can provide for the
implementation of the requirements specified in this
Agreement and provide for coordination with the local EMS
Agency.

6. A pediatric trauma team, which is a multi-disciplinary team
responsible for the initial resuscitation and management of
the pediatric trauma patient.
a. The pediatric trauma team leader shall be a surgeon

with pediatric trauma experience as defined by the
trauma program medical director; and

b. the remainder of the team shall include physician,
nursing, and support personnel in sufficient numbers
to evaluate, resuscitate, treat, and stabilize
pediatric trauma patients.

7. Department(s), division(s), service(s) or section(s) that
include at least the following surgical specialties, which
are staffed by qualified specialists with pediatric
experience:
a. Microsurgery/Reimplantation (may be provided through a
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written transfer agreement with a hospital that has a
department division service, or section that provides
this service)

b. Neurologic
c. Obstetric/Gynecologic (may be provided through a

written transfer agreement with a hospital that has a
department, division, service, or section that
provides this service)

d. Ophthalmologic
e. Oral or Maxillofacial or Head/Neck
f. Orthopaedic
g. Pediatric
h. Plastic
i. Urologic

8. Department(s), division(s), service(s) or section(s) that
include at least the following non-surgical specialties,
which are staffed by qualified specialists with pediatric
experience:
a. Anesthesiology
b. Cardiology
c. Critical Care
d. Emergency Medicine
e. Gastroenterology
f. General Pediatrics
g. Hematology/Oncology
h. Infectious Disease
i. Neonatology
j. Nephrology
k. Neurology
l. Pathology
m. Psychiatry
n. Pulmonology
o. Radiology
p. Rehabilitation/Physical Medicine (This requirement may

be provided through a written agreement with a
pediatric rehabilitation center.)

9. Commitment by the hospital and its medical staff to treat
and care for any pediatric patient presenting.

10. Demonstrated capacity and ability to care for pediatric
trauma patients fourteen (14) years and younger, including
surgical and intensive care unit capacities/capabilities.
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11. Helipad with a permit issued by the State of California,
Department of Transportation, Division of Aeronautics.

C. PROFESSIONAL STAFF REQUIREMENTS:

1. SURGICAL: Qualified surgical specialist(s) or specialty
availability, which shall be available as follows:

a. Immediately Available:
(1) Pediatric Surgeon:

A pediatric surgeon capable of evaluating and
treating pediatric trauma patients shall be in-
house, immediately available, and dedicated to
the facility for pediatric trauma patients
twenty-four (24) hours per day. A pediatric
surgeon capable of evaluating and treating
pediatric trauma patients shall be promptly
available for consultation.

(This requirement may be fulfilled by:
(a) a staff pediatric surgeon with experience

in pediatric trauma care; or
(b) a staff trauma surgeon with experience in

pediatric trauma care; or
(c) a senior general surgical resident who has

completed at least three clinical years of
surgical residency training and is capable
of assessing emergent situations. When a
senior resident is the responsible surgeon:
(i) the senior resident shall be able to

provide the overall control and
surgical leadership necessary for
the care of the pediatric patient,
including initiating surgical care;
and

(ii) a staff pediatric trauma surgeon
with experience in pediatric trauma
care or a staff surgeon with
experience in pediatric trauma care
shall be on-call and promptly
available; and

(iii) a staff pediatric trauma surgeon or
a staff surgeon with experience in
pediatric trauma care shall be
advised of all trauma patient
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admissions, participate in major
therapeutic decisions, and be
present in the emergency department
for major resuscitations and in the
operating room for all trauma
operative procedures.)

b. On-call and Promptly Available with pediatric
experience:
(1) Cardiothoracic
(2) Pediatric Surgeon (Pediatric Trauma Centers,

Level I and Level II, shall ensure that a backup
mechanism exists for a second pediatric surgeon.)

(3) Neurologic (Pediatric Trauma Centers, Level I and
Level II, shall ensure that a back-up mechanism
exists for a second neurological surgeon.)

(4) Obstetric/Gynecologic (This surgical service may
be provided through a written transfer
agreement.)

(5) Ophthalmic
(6) Oral or Maxillofacial or Head/Neck
(7) Orthopedic
(8) Plastic
(9) Reimplantation/Microsurgery (This surgical

service may be provided through a written
transfer agreement at Pediatric Level I and Level
II Trauma Centers.)

(10) Urologic
(11) Vascular (Pediatric Trauma Centers, Level I and

Level II, shall ensure the availability of a
surgeon credentialed by the Trauma Center to
perform vascular surgery.)

(The above requirements may be fulfilled by a
supervised senior resident as defined in Section A-14
of this Exhibit who are capable of assessing emergent
situations in their respective specialties. When a
senior resident is the responsible surgeon:

(a) the senior resident shall be able to
provide the overall control and surgical
leadership necessary for the care of the
patient, including initiating surgical
care;

(b) a staff trauma surgeon or a staff surgeon
with experience in trauma care shall be on-
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call and promptly available as defined in
Section A-11 of this Exhibit; and

(c) a staff pediatric trauma surgeon on a staff
surgeon with experience in pediatric trauma
care shall be advised of all pediatric
trauma patient admissions, participate in
major therapeutic decisions, and be present
in the emergency department for major
resuscitations and in the operating room
for all trauma operative procedures.)

c. Available for Consultation:
Available for consultation or consultation and
transfer agreements for pediatric trauma patients
requiring the following surgical services:
(1) Burns
(2) Spinal Cord Injury

2. NON-SURGICAL: Qualified non-surgical specialist(s) or
specialty availability, which shall be as follows:

a. Immediately Available:
(1) Emergency Medicine:

Emergency medicine, staffed with qualified
specialist in emergency medicine with pediatric
experience, who are in-house and immediately
available at all times with a second physician on
call.

(This requirement may be fulfilled by:
(a) a qualified specialist in pediatric

emergency medicine; or
(b) a qualified specialist in emergency

medicine with pediatric experience; or
(c) a subspecialty resident in emergency

medicine who has completed at least one
year of subspecialty residency education in
pediatric emergency medicine with pediatric
experience. In such cases, the senior
resident(s) shall be capable of assessing
emergency situations in trauma patients and
of providing for initial resuscitation.
Emergency medicine physicians who are
qualified specialist in emergency medicine
and are board certified in emergency



Exhibit A.IV

11

medicine or pediatric emergency medicine
shall not be required by the local EMS
agency to complete an Advanced Trauma Life
Support (ATLS) course. Current ATLS
verification is required for all emergency
medicine physicians who provide emergency
trauma care and are qualified specialists
in a specialty other than emergency
medicine. When a senior resident is the
responsible emergency physician in house:
(i) a qualified specialist in pediatric

emergency medicine or emergency
medicine with pediatric experience
shall be promptly available; and

(ii) the qualified specialist on-call
shall be notified of all patients
who require resuscitation, operative
surgical intervention, or intensive
care unit admission.)

(2) Pediatric Critical Care:
Pediatric Critical Care, in-house and immediately
available.

(The in-house requirement may be fulfilled by:
(a) a qualified specialist in pediatric

critical care medicine; or
(b) a qualified specialist in anesthesiology

with experience in pediatric critical care;
or

(c) a qualified surgeon with expertise in
pediatric critical care; or

(d) a physician who has completed a least two
years of residency in pediatrics. When a
senior resident is the responsible
pediatric critical care physician then:
(i) a qualified specialist in pediatric

critical care medicine, or a
qualified specialist in
anesthesiology with experience in
pediatric critical care, shall be
on-call and promptly available; and

(ii) the qualified specialist on-call
shall be advised about all patients
who may require admission to the
pediatric intensive care unit and
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shall participate in all major
therapeutic decisions and
interventions.

b. Promptly Available:
(1) Anesthesiologist:

Anesthesiology, Level II shall be promptly
available with a mechanism established to ensure
that the anesthesiologist is in the operating
room when the patient arrives with a second
physician on call and dedicated to the facility.

(This requirement may be fulfilled by senior
residents or certified registered nurse
anesthetists with pediatric experience who are
capable of assessing emergent situations in
pediatric trauma patients and of providing any
indicated treatment and are supervised by the
staff anesthesiologist. In such cases, the staff
anesthesiologist with pediatric experience on-
call shall be advised about the patient, be
promptly available at all times, and present for
all operations.)

(2) Radiologist

c. Available for Consultation:
(1) The following qualified specialist with pediatric

experience shall be on the hospital staff and
Available for Consultation:
(a) General Pediatrics
(b) Mental Health
(c) Neonatology
(d) Pathology
(e) Pediatric Cardiology
(f) Pediatric Gastroenterology
(g) Pediatric Hematology/Oncology
(h) Pediatric Infectious Disease
(i) Pediatric Neurology
(j) Pediatric Radiology

(2) The following qualified specialist with pediatric
experience shall be Available for Consultation or
provided through transfer agreement:
(a) Adolescent Medicine
(b) Child Development
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(c) Genetics/Dysmorphology
(d) Neuroradiology
(e) Obstetrics;
(f) Pediatric Allergy and Immunology
(g) Pediatric Dentistry
(h) Pediatric Endocrinology
(i) Pediatric Pulmonology
(j) Rehabilitation/Physical Medicine.

D. ADDITIONAL SERVICE CAPABILITIES:

1. Emergency Service:
Basic or comprehensive emergency service which has special
permits issued pursuant to Chapter 1, Division 5 of Title
22. The emergency service shall:
a. designate an emergency physician to be a member of the

pediatric trauma team;
b. provide emergency medical services to pediatric

patients;
c. have appropriate pediatric equipment and supplies as

approved by the director of emergency medicine in
collaboration with the trauma program medical
director;

d. designate a trauma resuscitation area of adequate size
to accommodate multi-system injured pediatric trauma
patients and equipment; and

e. comply with Emergency Department Approved for
Pediatrics (EDAP) requirements (Attachment A-1).

2. Surgical Service:
A surgical service shall have an operating suite that is
available or being utilized for trauma patients and that
has:
a. operating staff who are promptly available unless

operating on trauma patients and back-up personnel who
are promptly available; and

b. appropriate surgical equipment and supplies as
determined by the trauma program medical director.

3. Pediatric Intensive Care Unit (PICU):
a. The PICU shall be approved by the State Department of

Health Services= California Children Services (CCS);
b. The PICU shall have appropriate equipment and supplies

as determined by the physician responsible for the
pediatric intensive care service and the pediatric
trauma program medical director;
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c. The pediatric intensive care specialist shall be
promptly available to care for trauma patients in the
intensive care unit; and

d. The qualified specialist in (c) above shall be a
member of the trauma team.

4. Radiological Service:
a. The radiological service shall have in-house and

immediately available a radiological technician
capable of performing:
(1) plain films; and
(2) computed tomography imaging (CT).

b. A radiological service shall have the following
additional services promptly available for children:
(1) angiography; and
(2) ultrasound.

5. Clinical Laboratory Service: A clinical laboratory service
shall have:
a. a comprehensive blood bank or access to a community

central blood bank with adequate hospital storage
facilities;

b. capability of collecting and storing blood for
emergency care; and

c. clinical laboratory services immediately available
with micro sampling capability.

6. Nursing Services: Nursing services that are staffed by
qualified licensed nurses with education, experience, and
demonstrated clinical competence in the care of critically
ill and injured children.

E. SUPPLEMENTAL SERVICES:

1. In addition to the special permit licensing services, a
pediatric trauma center shall have, pursuant to Section
70301 of Chapter 1, Division 5 of Title 22 of the California
Code of Regulations, the following approved supplemental
services:
a. Burn Center.

(This service may be provided through written transfer
agreement with a Burn Center. Patients requiring burn
care may be presented to the County's Medical Alert
Center for transfer to a burn center within Los
Angeles County. Patients may be placed outside the
Los Angeles County if resources within the County are
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unavailable. The Medical Alert Center will assist in
facilitating the transfer of burn patients to
appropriate facilities.)

b. The following services shall have personnel trained in
pediatrics and equipped for acute care of the
critically injured child:
(1) Physical Therapy Service
(2) Rehabilitation Center ((This service may be

provided through a written transfer agreement
with a rehabilitation center.)

(3) Respiratory Care Service
(4) Hemodialysis capabilities, with qualified

personnel able to acutely hemodialyze trauma
patients twenty-four (24) hours/day

(5) Occupational Therapy Service
(6) Speech Therapy Service
(7) Social Service

2. A trauma center shall have the following services or
programs that do not require a license or special permit:
a. Post Anesthetic Recovery Room (PAR) shall meet the

requirements of California Administrative
Code.(Surgical Intensive Care Unit is acceptable.)

b. Acute spinal cord injury management capability. (This
service may be provided through a written transfer
agreement with a Rehabilitation Center.)

c. Protocol to identify potential organ donors as
described in Division 7, Chapter 3.5 of the California
Health and Safety Code.

d. An outreach program, to include:
(1) capability to provide both telephone and on-site

consultations with physicians in the community
and outlying areas; and

(2) trauma prevention for the general public; and
(3) public education and illness/injury prevention

education.
e. Written inter-facility transfer agreements with

referring and specialty hospitals.
f. Suspected child abuse and neglect team (SCAN).
g. An aeromedical transport plan.
h. A Child Life Program.

F. QUALITY IMPROVEMENT PROCESS:

Pediatric Trauma Centers shall have a quality improvement process
to include structure, process, and outcome evaluations which
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focus on improvement efforts to identify root causes of problems,
intervene to reduce or eliminate these causes, and take steps to
correct the process. In addition the process shall include:

1. A detailed audit of all trauma related deaths, major
complications, and transfers (including interfacility
transfers);

2. A multidisciplinary trauma peer review committee that
includes all members of the trauma team;

3. Participation in the trauma system data management system;

4. Participation in the local EMS agency trauma evaluation
committee;

5. Written system in place for patients, parents of minor
children who are patients, legal guardians(s) of children
who are patients, and/or primary caretaker(s) of children
who are patients to provide input and feedback to hospital
staff regarding the care provided to the child; and

6. Following of applicable provisions of Evidence Code Section
1157.7 to ensure confidentiality.

G. CLINICAL EDUCATION AND RESEARCH:

A Level II Pediatric Trauma Center shall include the following:

1. Multidisciplinary trauma conference including, but not
limited to, the trauma team; held at least once a month to
critique selected trauma cases.

2. Formal continuing education in pediatric trauma care.
Continuing education in pediatric trauma care shall be
provided for:
a. staff physicians;
b. staff nurses;
c. staff allied health personnel;
d. EMS personnel; and
e. other community physicians and health care personnel.
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TRAUMA CENTER SERVICE AGREEMENT

EMERGENCY DEPARTMENT APPROVED
FOR PEDIATRICS (EDAP) STANDARDS

2005

INTRODUCTION:

Emergency Department Approved for Pediatrics (EDAP) Standards
were developed as a concerted effort by the Committee on
Pediatric Emergency Medicine, which is made up of representatives
from the following organizations: Los Angeles Pediatric Society,
Pediatric Liaison Nurses of Los Angeles County, California
Chapter of the American College of Emergency Physicians, National
EMSC Resource Alliance, California Chapter 2 of the American
Academy of Pediatrics, Emergency Nurses Association, American
College of Surgeons, and Los Angeles County Department of Health
Services Emergency Medical Services Agency.

The Standards have been approved by The Hospital Association of
Southern California and meet or exceed the standards established
by the Emergency Medical Services for Children (EMSC)
administration, personnel, and policy guidelines for the care of
pediatric patients in the emergency department set forth by the
California Emergency Medical Services Authority in 1995.

DEFINITIONS:

Board certified: Completed an approved educational training
program and an evaluation process including an examination
designed to assess the knowledge, skills, and experience
necessary to provide quality patient care in that specialty.

Board prepared: Successful completion of a Board approved
emergency medicine or pediatric residency training program and
demonstrate active progression in the certifying process.

Emergency Department Approved for Pediatrics (EDAP): A licensed
basic emergency department that is approved by the County of Los
Angeles to receive pediatric patients from the 9-1-1 system.
These emergency departments provide care to pediatric patients by
meeting specific requirements for professional staff, quality
improvement, education, support services, equipment, supplies,
medications, and established policies, procedures, and protocols.

Medical Pediatric Critical Care Center (MPCCC): A licensed acute
care hospital that is approved by the County of Los Angeles to
receive critically ill non-trauma pediatric patients from the 9-
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1-1 system.

Pediatric Trauma Center (PTC): A licensed acute care hospital
that is designated by the County of Los Angeles to receive
critically injured pediatric trauma patients from the 9-1-1
system.

Promptly available: Being in the emergency department within a
period of time that is medically prudent and appropriate to the
patient's clinical condition; and further, that the interval
between the arrival of the patient to the emergency department
and the arrival of the respondent should not have a measurably
harmful effect on the course of patient management or outcome.

Qualified specialist: A physician licensed in the State of
California who has: 1) taken special postgraduate medical
training, or has met other specified requirements; and 2) active
progression towards board certification in the corresponding
specialty for those specialties that have board certification and
are recognized by the American Board of Medical Specialties.

Senior resident: A physician licensed in the State of California
who has completed at least two years of the residency under
consideration and has the capability of initiating treatment when
the clinical situation demands, and who is in training as a
member of the residency program at the designated hospital.

I. ADMINISTRATION/COORDINATION

A. EDAP Medical Director

1. Qualifications:

a. Qualified specialist in Emergency Medicine or
Pediatrics

b. Completion of eight hours of CME in topics
related to pediatrics every two years

c. Current Pediatric Advanced Life Support Course
(PALS) or American Academy of Pediatrics -
American College of Emergency Physicians Advanced
Pediatric Life Support Course (APLS) provider or
instructor

2. Responsibilities:

a. Oversight of EDAP quality improvement (QI)
program

b. Member of hospital emergency department committee
and pediatric committee
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c. Liaison with medical pediatric critical care
centers (MPCCC), pediatric trauma centers (PTC),
base hospitals, community hospitals, prehospital
care providers, and the EMS Agency

d. Identify needs and facilitate pediatric education
for emergency department physicians

e. Review, approve, and assist in the development of
all pediatric policies and procedures

B. Designated Pediatric Consultant *

1. Qualifications:

a. Qualified specialist in pediatrics or
subspecialty in pediatric emergency medicine

2. Responsibilities:

a. Member of hospital emergency department committee
and pediatric committee

b. Participation with EDAP staff in developing and
monitoring pediatric QI program, protocols,
policies and procedures

c. Consult with EDAP Medical Director and Pediatric
Liaison Nurse as needed

* Pediatric Consultant may also be the EDAP Medical
Director

C. Pediatric Liaison Nurse (PdLN)

1. Qualifications:

a. At least two years experience in pediatrics or in
an emergency department that sees pediatric
patients, within the previous five years

b. Experience with QI programs is recommended
c. Current PALS or APLS provider /instructor
d. Completion of a two day pediatric emergency

nursing course or ENPC course *
e. Completion of eight hours of Board of Registered

Nursing (BRN) approved continuing education units
(CEU) in pediatric topics every two years

2. Responsibilities:

a. Attend monthly meetings of the Pediatric Liaison
Nurses of Los Angeles County

b. Participate in the development and maintenance of
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a pediatric QI program
c. Liaison with MPCCCs, PTCs, base hospitals,

community hospitals, prehospital care providers,
and the EMS Agency

d. Member of selected hospital based emergency
department and/or pediatric committees

e. Notify the EMS Agency in writing of any change in
status of the EDAP Medical Director, Pediatric
Consultant, and Pediatric Liaison Nurse

* A two day pediatric emergency nursing course
should include but not limited to a broad
spectrum of topics including: injury prevention,
resuscitation, surgical emergencies, apparent
life threatening event (ALTE), death of a child
to include sudden infant death syndrome (SIDS),
trauma, medical conditions, submersions,
respiratory emergencies, airway management,
ingestion, child abuse and neglect, fever to
include bacterial and viral infections, seizures,
and neonatal emergencies.

II. PERSONNEL

A. Physicians-Qualifications/Education

1. Twenty four hour emergency department coverage shall
be provided or directly supervised by physicians
functioning as emergency physicians or pediatricians
experienced in emergency care. This includes senior
residents practicing at their respective hospitals
only.

2. At least 75% of the emergency department coverage
shall be provided by physicians who are Board
certified or demonstrate active progression in the
certifying process towards emergency medicine or
pediatrics.

3. Those emergency department physicians who are not
board certified or board prepared shall be a current
PALS or APLS provider or instructor.

B. Nurses-Qualifications/Education

1. At least 75% of the total RN staff and at least one RN
per shift in the emergency department shall be a
current PALS or APLS provider or instructor.
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2. At least one RN per shift shall have completed a two
day pediatric emergency nursing course (within the last
4 years).

NOTE: It is highly recommended that all nurses regularly assigned
to the emergency department meet the above
requirements.

3. All nurses assigned to the emergency department shall
attend at a minimum; eight hours of pediatric BRN
approved education every two years, which may include
the two day pediatric emergency nursing course.

C. Pediatric physicians/Specialty services

1. There shall be a pediatric on call panel that allows
for telephone consultation and a promptly available
pediatrician to the emergency department twenty four
hours per day. This pediatrician shall be board
certified or board prepared.

2. A plan shall exist whereby other pediatric specialists
may be consulted and available in at least the
following specialties: surgery, orthopedics,
anesthesia and neurosurgery. This requirement may be
met by a written agreement with a MPCCC.

3. A plan shall exist whereby a second emergency physician
or pediatrician will be available within thirty minutes
to serve as back-up for the emergency department in
critical situations.

D. Physician Assistant-Qualifications/Education

1. Physician Assistant (PA) licensed by the State of
California

2. PA working in the emergency department shall be a
current PALS or APLS provider or instructor.

III. POLICIES, PROCEDURES, AND PROTOCOLS

A. Establish procedures and protocols for pediatric emergency
patients to include but not limited to:

1. Triage and initial evaluation

2. Patient safety
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3. Suspected child abuse and neglect

4. Transfers

5. Consents

6. Sedation/analgesia

7. Do-not-resuscitate (DNR)/Advanced Health Care
Directives

8. Death to include SIDS and the care of the grieving
family

9. Aeromedical transport to include landing procedure

10. Daily verification of proper location and functioning
of equipment and supplies of the pediatric code cart.

11. Immunizations

12. Child abandonment to include a recent (within 72
hours) postpartum woman without evidence of a newborn

13. Family presence

B. Establish a written interfacility consult and transfer
agreement with a MPCCC and PTC to facilitate transfers of
critically ill and injured pediatric patients. The consult
shall be available twenty four hour a day for telephone
consultation.

C. Establish a written interfacility consult and transfer
agreement with a California Children Services (CCS)
approved Level II or Level III Neonatal Intensive Care Unit
(NICU).

IV. QUALITY IMPROVEMENT (QI)

A. A pediatric QI program shall be developed and monitored by
the EDAP Medical Director and Pediatric Liaison Nurse with
input from the Designated Pediatric Consultant as needed.

B. The program should include an interface with prehospital
care, emergency department, trauma, pediatric critical
care, pediatric in-patient, and hospital wide QI
activities.

C. A mechanism shall be established to easily identify
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pediatric (14 years & under) visits to the emergency
department.

D. The pediatric QI program should include identification of
the indicators, methods to collect data, results and
conclusions, recognition of improvement, action(s) taken,
assessment of effectiveness of actions, and communication
process for participants.

E. The pediatric QI program should include review of the
following pediatric patients seen in the emergency
department:

1. Deaths

2. Cardiopulmonary and/or respiratory arrests, including
all pediatric intubations

3. Suspected child abuse or neglect

4. Transfers to and/or from another facility

5. Admissions from the ED to an adult ward or ICU

6. Selected return visits to the ED

7. Pediatric transports within the 9-1-1 system

F. A mechanism to document and monitor pediatric education of
EDAP staff shall be established.

V. SUPPORT SERVICES

A. Respiratory Therapy

1. At least one respiratory therapist shall be in house
twenty four hours per day.

2. Current PALS provider or instructor

B. Radiology

1. Radiologist on call and promptly available twenty four
hours per day

2. Radiology technician in house twenty four hours per
day with a back up technician on call and promptly
available



ATTACHMENT A-1

- 8 -

3. CT scan technician on call and promptly available

C. Laboratory

1. Technician in house twenty four hours per day and a
back up technician on call and promptly available

2. Clinical Laboratory capabilities in house:

a. Chemistry
b. Hematology
c. Blood bank
d. Arterial blood gas
e. Microbiology
f. Toxicology
g. Drug levels

NOTE: Toxicology and drug levels may be done offsite if
routine tests are available within two hours.

VI. EQUIPMENT, SUPPLIES, AND MEDICATIONS

Pediatric equipment, supplies, and medications shall be easily
accessible, labeled, and logically organized. EDAP staff shall
be appropriately educated as to the locations of all items. Each
EDAP shall have a method of daily verification of proper location
and function of equipment and supplies. It is highly recommended
that each EDAP have a mobile pediatric crash cart.

The following are requirements for equipment, supplies, and
medications for an EDAP:

GENERAL EQUIPMENT
Foley catheters (8-22fr)
IV blood/fluid warmer
Length and weight tape for determining pediatric
resuscitation drug dosages
Meconium Aspirator
OB Kit
Posted or readily available pediatric drug dosage reference
material calculated on a dose per kilogram basis.
Restraint device
Weight scale in kilograms
Warming device

MONITORING EQUIPMENT
Blood pressure cuffs (infant, child, adult, and thigh)
Doppler
ECG monitor/defibrillator (0-400 Joules) with pediatric and
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adult paddles
End tidal C02 monitor or detector, (adult and pediatric
sizes)
Hypothermia thermometer
Pulse oximeter

RESPIRATORY EQUIPMENT
Bag-valve-mask device, self inflating (pediatric size: 450-
900ml and adult size: 1000-2000ml)
Bag-valve, with clear masks (neonate, infant, child, and
adult sizes)
Endotracheal tubes (uncuffed: 2.5-5.5 and cuffed: 6.0-9.0)
Laryngoscope (curved and straight: 0-3)
Magill forceps (pediatric and adult)
Nasal cannulae (infant, child, and adult)
Nasopharyngeal airways (infant, child, adult)
Nasogastric tubes (including 5 and 8fr feeding tubes)
Oral airways (sizes 0-5)
Clear oxygen masks (standard and non-rebreathing) for
infant, child, and adult
Stylets for endotracheal tubes
Suction catheters (sizes 6-12fr)
Tracheostomy tubes (sizes 0-6)
Yankauer suction tips

VASCULAR ACCESS EQUIPMENT
Arm boards (infant, child, and adult)
Infusion devices to regulate rate and volume
Intraosseous needles
IV administration sets with calibrated chambers
IV catheters (14-26ga)
IV solutions (D5.2NS, D5.45NS, D5NS, D10W, and NS)
Stopcocks (3 way)
Umbilical vein catheters

FRACTURE MANAGEMENT DEVICES
Pediatric cervical spine immobilization devices
Pediatric femur splint
Spine board (long and short)

SPECIALIZED TRAYS OR KITS
Cricothyrotomy tray
Pediatric lumbar puncture tray
Pediatric tracheostomy tray
Thoracostomy tray
Chest tube (sizes 10-28fr)
Venous cutdown tray
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PEDIATRIC SPECIFIC RESUSCITATION MEDICATIONS
Albuterol
Amiodarone
Atropine
Adenosine
Calcium chloride
Dextrose (25% & 50%)
Dopamine

Dobutamine
Epinephrine (1:1,000 & 1:10,000)
Lidocaine
Naloxone
Procainamide
Racemic epinephrine (inhalation)
Sodium Bicarbonate

NOTE: It is suggested that these drugs be immediately available in
the resuscitation room and not locked in a computerized
system.
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I. ELIGIBLE INDIGENT CARE FUNDING

A. GENERAL REIMBURSEMENT CONDITIONS: County has allocated

certain monies as set forth herein to be used to pay Contractor

for trauma care provided by them to eligible patients during the

term of this Agreement. For the term of this Agreement, funds

and Hospital Services Account funds shall be deposited to the

County administered Special Revenue Funds referenced in Paragraph

I.D.2. of Exhibit B. These deposits, together with other funds,

which County may at its sole discretion allocate to the account

from time to time, and any interest which the deposits may earn,

shall be used to pay Contractor for trauma patient care.

Reimbursement to Contractor shall be provided from the

Special Revenue Funds by County for the hospital component of

treatment of trauma patients hereunder who are unable to pay for

the treatment and for whom payment for such services has not been

made and will not be made through private coverage or by any

program funded in whole or in part by the federal government.

Contractor will determine and document persons who are

eligible for services coverage hereunder. Only eligible patients

(i.e., (1) those unable to pay for services, and (2) for whom

there is no third-party coverage in part or in whole for trauma
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services provided qualify under this funding program. No

reimbursement shall be provided for patient care if the patient

has the ability to pay for the service, but refuses or fails to

pay for same. Nor is County responsible nor shall it pay for

services hereunder if Contractor has failed to submit to any

known third-party payer(s) for the patient, an accurate,

complete, and timely billing, and for that reason has been denied

payment by such payer(s). Nor shall reimbursement be due

Contractor or paid by County hereunder for any patient care which

is covered in, or the subject of reimbursement in, any other

contract between Contractor and County.

To bill County, Contractor must at a minimum show that it

has made reasonable efforts to secure payment from the patient by

billing (at least monthly) for an additional period of not less

than two (2) months after the date Contractor first billed the

patient. Contractor must show that the person cannot afford to

pay for the services provided by the Contractor; and, it must

also show that payment for the services will not be covered by

third-party coverage or by any program funded in whole or in part

by the federal government; and, that Contractor has not received

payment for any portion of the amount billed.
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County reimbursement is limited to trauma patients without

the ability to pay for the services and for whom Contractor has

made a reasonable, good faith effort to determine if there is a

responsible private or public third-party source of payment, and

there is no source of payment.

Contractor will continue to determine and document persons

who are eligible for trauma care coverage hereunder in accordance

with the procedures set forth in Attachment "B-1", Trauma Service

County Eligibility ("TSCE") Protocol, attached hereto and

incorporated herein by reference.

Attachment "U-1", Trauma Service County Eligibility ("TSCE")

Agreement form shall be utilized by Contractor as the sole means

for determining each patient’s eligibility for trauma care

coverage during the term of this Agreement. The TSCE Agreement

form must be completed and signed by the patient or the patient’s

responsible relative(s). If a TSCE Agreement form cannot be

secured because the patient or the patient’s responsible

relative(s) is (are) unable to cooperate in providing the

necessary financial information, then a Contractor certification

to that effect (Attachment "U-2", Hospital Certification of

Inability to Cooperate form) must be completed. The original of

each such form must be maintained by Contractor as part of its
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financial records. Contractor shall submit a copy of the

applicable form to the County Emergency Medical Services Agency

as stated in Attachment "B-4", Instructions for Submission of

Claims and Data Collection.

Documentation to establish that Contractor has complied with

the aforementioned patient eligibility requirements must be

maintained by Contractor and made available upon request,

pursuant to Paragraph 5. of the Additional Provisions Exhibit of

this Agreement, to authorized County or State representatives for

inspection, audit, and photocopying.

During the term of this Agreement, as required by Section

16818 of the Welfare and Institutions Code, Contractor shall

continue to provide, at the time treatment is sought by a patient

at its facility, individual notice of the availability of reduced

cost hospital care under this Agreement. Additionally,

Contractor shall post throughout such period, in conspicuous

places in its emergency department and patient waiting rooms,

notices of the procedures for applying for reduced cost hospital

care hereunder. The language which must be used in such

individual and public notices shall follow that prescribed by the

State of California and as it may be revised from time to time.

The State’s currently approved "Notice" language is reflected in
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English in Attachment "B-2" and in Spanish in Attachment "B-3".

B. CONTINUED BILLING TO COUNTY: In the event funding as

set forth in Paragraph I.D. of Exhibit B is exhausted prior to

the expiration or other termination of this Agreement, Contractor

shall continue to bill County, for remaining period up to such

expiration or earlier termination, in accordance with the terms

of this Agreement.

C. PAYMENT FOR CONTRACTOR SERVICES:

1. County agrees under the following conditions to

reimburse Contractor for the hospital component of trauma

services to eligible trauma patients described in Paragraph

I.A. of Exhibit B, within forty-five (45) days of receipt of

a valid claim:

a. Reimbursement by County shall be limited to

payment for the hospital component of trauma services

provided to eligible indigent trauma patients for whom

Contractor is required to complete a Trauma Patient

Summary ("TPS") form, Attachment "D-2", of Agreement.

b. Contractor shall submit required reports as

set forth in Attachment "B-4", Instructions for

Submission of Claims and Data Collection, attached

hereto and incorporated herein by reference to County’s
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Emergency Medical Services (EMS) Agency, 10100 Pioneer

Boulevard, Suite 200, Santa Fe Springs, California

90670, for trauma care provided under the terms of this

Agreement, and this care shall be reimbursed by County

pursuant to subparagraphs I.C.1.d.and f. of Exhibit B.

c. Reimbursement by County shall be limited to

the hospital component of trauma services provided to

eligible indigent patients during the term of this

Agreement. Reimbursement shall only be made on claims

for which all required data is in the TEMIS and which

has been submitted as required by reporting procedures

reflected in Attachment "B-4". Reimbursement to

Contractor and other County contract trauma service

hospitals shall be made from the Special Revenue Funds

(see infra.). All Contractor claims for reimbursement

must be received by County within four (4) months after

the close of the fiscal year during which services were

provided, no later than the last working day of October

for the prior fiscal year.

d. Following receipt of all of the required

reports and billings from Contractor and other contract

trauma service hospitals and subject to the funding
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provision below, County payment hereunder for the

hospital component of trauma services provided by

Contractor to eligible trauma patients, as defined

hereunder, shall be based on the following all-inclusive

rates:

FY 2008-09 FY 2009-10

$5949 $6425 per emergency department visit

and assessment. (No such fee

will be paid if the patient is

admitted to the hospital as an

inpatient from the emergency

department.)

$11,547 $12,471 for the first inpatient day; and

$5,016 $5,417 for the second inpatient day; and

$3,966 $4,283 for the third inpatient day; and

$3,966 $4,283 for the fourth inpatient day;and

$2,799 $3,023 for each day thereafter.

These payments will be the maximum amounts payable

to Contractor for care hereunder, with aggregate payment

for all Contractors for services provided during the

term of this Agreement until the funds set forth in

Paragraph I.D. of Exhibit B are exhausted.
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e. Once the medical condition of a trauma

patient has stabilized, Contractor may contact the

County’s Medical Alert Center or other personnel as

designated by County to request transfer of the trauma

patient in accordance with County patient transfer

procedures and priority criteria as approved by

Director. Until the transfer occurs, County’s

responsibility for reimbursement to Contractor for

medically necessary services shall continue as described

herein.

f. Any and all payments received by Contractor

from a trauma patient or from third-party payers, or

both, for claims previously billed to the County, must

be immediately reported to the County. If Contractor

previously received payment from the County for such

claims, the Contractor must immediately submit a refund

of County’s payment to the Special Revenue Funds

Section, 313 North Figueroa Street, Room 531, Los

Angeles, California 90012. A TRAUMA HOSPITAL PAYMENT

REFUND FORM (Attachment B-6) must be completed and

submitted for each refund. All such refunds received by

County will be deposited to the Special Revenue Funds.
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If Contractor has not received payment from the

County for such claims, the Contractor must withdraw the

claim by notifying the EMS Agency Reimbursement

Coordinator at 10100 Pioneer Boulevard, Suite 200,

Santa Fe Springs, California 90670.

g. Director, at his/her discretion, may deduct

from payments due to Contractor any prior overpayments

made under this Agreement which were paid due to

County’s or to Contractor’s clerical error or which

resulted from Contractor’s subsequent receipt of payment

from the patient or third-party payer(s). County shall

furnish Contractor with an itemization of such

deductions, which will include the identity of the

patient(s) for whose care overpayment was made, amounts

of overpayment, and the basis for the finding of

overpayment.

h. Upon payment of claim to Contractor by County

for a trauma patient’s care, and assignment and

subrogation to County of any and all rights to

collection as set forth herein, Contractor shall within

90 days of the receipt of those funds, cease all current

and waive all future collection efforts, by itself and
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by its contractors/agents, to obtain any payment from

the patient.

Contractor shall pursue reimbursement from third

party coverage such as Medi-Cal, Medicare, other

government programs, or other health insurance if they

become aware of coverage. Contractor shall, upon

verification of such third party coverage, submit a bill

for its services to the third party. As soon as payment

is received, Contractor shall reimburse County any

payment received under the Trauma Center Service

Agreement (TCSA) for that patient. Contractor agrees to

assign and subrogate all rights that they may have

against any patient, his/her responsible relative, any

third party tortfeasor for reimbursement as a result of

care and services provided by Contractor for which a

claim has been paid by County under the TCSA. At its

sole discretion, County and/or its Contractor may

proceed independently against such parties for

reimbursement to the extent permitted by law. The

rights hereby assigned and subrogated to County under

this provision include reimbursement up to the full

amount of usual and customary fees, (including, for
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example, billed charges) for patient care and services

regardless of any amount the Contractor has received

under the TCSA. In the event Contractor is contacted by

other third party’s representative (e.g., insurance

claim adjuster) or a patient’s attorney regarding

pending litigation, Contractor shall indicate that the

paid claim for services provided to their client is

assigned and subrogated to the County and refer such

representative to the designated County contact.

Contractor shall reasonably cooperate with County in its

collection efforts.

Examples of when these County collection efforts

might occur would include, but not necessarily be

limited to, situations where there are third-party

tortfeasors responsible for a patient’s medical

expenses.

For trauma patients admitted to Contractor’s

facility prior to or on the last day during the term of

this Agreement, and remaining in the hospital after that

date, reports and billings to County shall be submitted

only after patient has been discharged in the subsequent

fiscal year (no partial billings). Payment by County to
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Contractor for such patients shall be at the rates in

effect on the date of admission. Said reports and

billings shall be on forms, and completed in such detail

and with such attachments in accordance with procedures

prescribed in writing by Director in Attachment "B-4".

Contractor hereby acknowledges receipt of such

forms, attachments, and procedures. Said reports shall

be submitted to County’s EMS Agency no later than within

four (4) months after the close of the fiscal year

during which services were provided, no later than the

last working day of October for the prior fiscal year.

i. Any funds received by the County, pursuant to

Paragraph I.C.1.h., shall be deposited into the Special

Revenue Funds.

2. All required reports and billings submitted by

Contractor shall be rendered in the name of Contractor as

said name appears upon the upper portion of the first page of

this Agreement.

3. Contractor shall maintain and make available to

State or County representatives upon request records of all

of the financial information referenced in this Paragraph,

including records of patient and third-party payer payments,
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all in accordance with Paragraph 5. of the Additional

Provisions exhibit of the Agreement.

4. County may periodically conduct an audit of the

Contractor’s records. Audits shall be performed in

accordance with generally accepted auditing standards. The

audit may be conducted on a statistically random sample of

claims from the adjudicated universe for a fiscal year. The

scope of the audit shall include an examination of patient

medical and financial records, patient/insurance billing

records, and collection agency reports associated with the

sampled claims.

Audited paid claims that do not comply with program

requirements shall result in a refund to the Special Revenue

Funds. Any audited claim which is in violation of the

Contract terms and conditions shall result in the Contractor

refunding to the County the claim amount plus a penalty of

fifty percent (50%) of the amount paid for that claim. Audit

results may be appealed to the EMS Agency Director, or

his/her designee.

Audited unpaid claims that do not comply with program

requirements shall result in an adjustment in hospital’s

subsequent year’s recommendations for Medi-Cal funding.
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D. CLAIMS-BASED FUNDING: The parties have agreed to the

following payment mechanisms for payment to the Contractors, with

the maximum funding amount as set forth below to apply to the

aggregate of payments made to the Contractor under the terms

herein, and to payments made to all other trauma hospital

Contractors under the terms of identical agreements with the

County:

1. a. Funding (Claims Based) for FY 2008-09:

County has allocated a maximum total amount of $12.1

million. The parties acknowledge that this funding is

comprised in part by revenue generated by Measure B

Trauma Property Assessment (TPA) Funds as allocated by

the County Board of Supervisors. The parties further

acknowledge that the Measure B TPA Funds may vary based

on (1) a percentage change, if any, in the total revenue

generated for FY 2008-09 as compared to FY 2006-07 (the

base year); and/or (2) an adjustment by the cumulative

increase, if any, to the medical component of the

Western Urban Consumer Price Index from July 1, 2003, as

established by the United States Bureau of Labor

Statistics if set by the Board of Supervisors,

exclusively (Measure B Adjustment). As a result, the
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total maximum allocation may exceed the aggregate of

$12.1 million, taking into account a Measure B

Adjustment to the Measure B TPA Funds. The parties also

agree that the amount resulting from any Measure B

Adjustment applied to the Claims-Based Funding may be

allocated, in whole or in part, to increase the maximum

obligation for Lump-Sum Funding for (1) Continued Access

to Emergency Care for Medi-Cal Beneficiaries and/or (2)

funding for Base Hospital Services for Continued Access

to Emergency Care for Medi-Cal Beneficiaries, as set

forth below, rather than to the Claims-Based Funding

maximum obligation.

b. Funding (Claims Based) for FY 2009-10:

Except as set forth below, County has allocated a

maximum total amount of $12.1 million. The parties

acknowledge that this funding is comprised in part by

revenue generated by Measure B Trauma Property

Assessment (TPA) Funds as allocated by the County Board

of Supervisors. The parties further acknowledge that

the Measure B TPA Funds may vary based on (1) a

percentage change, if any, in the total revenue

generated for FY 2009-10 as compared to FY 2008-09 (the
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base year); and/or (2) anthe adjustment by the

cumulative increase, if any, to the medical component of

the Western Urban Consumer Price Index from July 1,

2003, as established by the United States Bureau of

Labor Statistics if set by the Board of Supervisors,

exclusively (Measure B Adjustment). As a result, the

total maximum allocation may exceed the aggregate of

$12.1 million, taking into account a Measure B

Adjustment to the Measure B TPA Funds. The parties also

agree that the amount resulting from any Measure B

Adjustment applied to the Claims-Based Funding may be

allocated, in whole or in part, to increase the maximum

obligation for (1) Lump-Sum Funding for Continued Access

to Emergency Care for Medi-Cal Beneficiaries and/or (2)

funding for Base Hospital Services for Continued Access

to Emergency Care for Medi-Cal Beneficiaries, as set

forth below, rather than to the Claims-Based Funding

maximum obligation.

2. All funds collected, including audit claim

penalties, shall be deposited to the County contract trauma

hospitals Special Revenue Funds and utilized to make payments

to all County contract trauma service hospitals at the rates
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set forth in subparagraph I.C.1.d. of Exhibit B.

3. All County contract trauma hospitals shall be paid

on a first come, first validated, basis until all funds are

disbursed. All funds, including interest, shall be disbursed

within forty-five (45) days of receipt of validated claims

received by County for Contractor services performed

hereunder during the term of this Agreement, all pursuant to

the rate schedule identified in subparagraph I.C.1.d. of

Exhibit B.

4. "Claims" for purposes of the above means validated

claims at the rate defined herein. In no event, however,

shall the total disbursement under this Paragraph to

Contractor on a claim exceed Contractor’s aggregate charges

for the services provided (based upon Contractor’s customary

rates in effect on the dates of service).

5. Maximum amounts payable hereunder to each

Contractor shall not be modified if, and upon, designation of

any other trauma center not a Contractor hereunder.

E. BILLING AND PAYMENT - PHYSICIAN SERVICES: A copy of

the revised Trauma Physician Services Program packet for County

Fiscal Year 2008-09, Attachment "B-5 ", is attached and

incorporated herein by reference. The packet for future Fiscal
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Years shall be provided to Contractor as soon as available

thereafter. To permit its physicians to bill County for the

professional component of un-reimbursed trauma services furnished

to Contractor’s trauma patients during the term of this

Agreement, Contractor shall furnish members of its physician

staff providing such services with a copy of said packet.

Upon request, Director shall provide Contractor with reports

showing total aggregate payments to trauma physicians reimbursed

by County for the professional component of un-reimbursed trauma

services provided to Contractor during the term of this

Agreement.

F. RECOVERY OF PAYMENT: County shall recover monies paid

to Contractor hereunder for any of the reasons which follow:

1. Contractor fails to furnish patient specific data

and reports required by this Agreement or by the State, or by

both. County shall recover all funds paid to Contractor for

that patient.

2. Funds are used for patients deemed ineligible

under this Agreement. County shall recover all amounts paid

to Contractor for such patients.

3. Contractor has failed to submit to any known

third-party payer(s) for the patient, an accurate, complete,
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and timely billing, and for that reason has been denied

payment by such payer(s). County shall recover all amounts

paid to Contractor for that patient.

4. Contractor had knowledge of a third party

tortfeasor and failed to file a lien against such third

party. County shall recover all amounts paid to Contractor

for such patients, except as set forth in Paragraph I.C.1.h.

of Exhibit B.

5. Any funds recovered by the County pursuant to

Paragraph I.F. shall be deposited into the Special Revenue

Funds.

II. LUMP SUM FUNDING FOR CONTINUED ACCESS TO EMERGENCY CARE FOR

MEDI-CAL BENEFICIARIES

The parties acknowledge that a State Plan Amendment

effective July 1, 2003, was approved by the United States

Department of Health and Human Services, Center for Medicare

and Medicaid Services (SPA). The SPA enables Los Angeles

County to receive enhanced Federal Medi-Cal matching funds upon

payment by the County of an intergovernmental transfer (IGT)of

funds pursuant to Section 14087.3 of the Welfare and

Institutions Code. Pursuant to the SPA and a related

interagency agreement between the County and the California
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Department of Health Services (CDHS), the IGT and Federal

matching funds are distributed among the County-designated

trauma hospitals to ensure continued access by Medi-Cal

beneficiaries to trauma and emergency room care in the County.

Except for UCLA Medical Center, it is the intent of the

County, and the County shall recommend to the State, that the

funding to each trauma hospital be based on data regarding each

hospital's actual trauma center losses, in accordance with the

terms and conditions set forth in a separate agreement between

the trauma hospital and the State, or its intermediary.

Due to its status as a public institution, UCLA Medical

Center shall not receive Federal matching funds, and the County

shall instead provide directly to UCLA Medical Center any

funding allocation as described herein (with payments made at

or about the same time that the other trauma hospitals receive

the IGT and Federal matching funds):

A. For Fiscal Year 2008-09, the total County maximum

obligation shall be $16.3 million, funded by Measure B

funds. Except as set forth in this Exhibit, the

following funding allocation shall be the basis for the

County's recommendation to the State for allocation of

the IGT and Federal matching Medi-Cal funds:
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Childrens Hospital $ 314,298

All other trauma hospitals $ 15,985,072

The parties acknowledge that the above amounts are

funded by Measure B TPA Funds as described above, and

that this aggregate amount for FY 2008-09 may vary

based on (1) a percentage change, if any, in the total

revenue generated for FY 2008-09 as compared to FY

2006-07 (the base year); and/or (2) an adjustment by

the cumulative increase, if any, to the medical

component of the Western Urban Consumer Price Index

from July 1, 2003, as established by the United States

Bureau of Labor Statistics if set by the Board of

Supervisors, exclusively (Measure B Adjustment). As a

result, the total maximum allocation may exceed the

aggregate of $16.3 million, taking into account a

Measure B Adjustment to the Measure B TPA Funds. The

parties also agree that the amount resulting from any

Measure B Adjustment applied to the Lump Sum Funding

for Continued Access to Emergency Care for Medi-Cal

Beneficiaries may be allocated, in whole or in part, to

increase the maximum obligation for the (1) Claims-

Based Funding and/or (2) funding for Base Hospital
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Services for Continued Access to Emergency Care for

Medi-Cal Beneficiaries, as set forth below rather than

to the Lump Sum Funding for Continued Access to

Emergency Care for Medi-Cal Beneficiaries maximum

obligation.

Except for the funding allocation to UCLA Medical

Center, the total of the funding allocations above

shall comprise the IGT for FY 2008-09, which will

enable the County-designated trauma hospitals to

receive Federal matching funds in approximately the

same amount, dollar for dollar. The County shall

recommend to the State that the IGT and Federal

matching funds be divided among all Contractor trauma

hospitals according to trauma center losses as

described above.

B. For Fiscal Year 2009-10, the total County maximum

obligation shall be $16.216.1 million, funded by

Measure B funds. Except as set forth in this Exhibit,

the following funding allocation shall be the basis for

the County's recommendation to the State for allocation

of the IGT and Federal matching funds:

Childrens Hospital $ 340,122
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All other trauma hospitals $15,840,878

15,759,878

The parties acknowledge that the above amounts are

funded by Measure B TPA Funds as described above, and

that this aggregate amount for FY 2009-10 may increase

based on (1) a percentage change, if any, in the total

revenue generated for FY 2009-10 as compared to FY

2008-09 (the base year); and/or (2) anthe adjustment by

the cumulative increase, if any, to the medical

component of the Western Urban Consumer Price Index

from July 1, 2003, as established by the United States

Bureau of Labor Statistics if set by the Board of

Supervisors, exclusively (Measure B Adjustment). As a

result, the total maximum allocation may exceed the

aggregate of $16.116.2 million, taking into account a

Measure B Adjustment to the Measure B TPA Funds. The

parties also agree that the amount resulting from any

Measure B Adjustment applied to the Lump Sum Funding

for Continued Access to Emergency Care for Medi-Cal

Beneficiaries may be applied, in whole or in part, to

increase the maximum obligation for the (1) Claims-

Based funding and/or (2) funding for Base Hospital
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Services for Continued Access to Emergency Care for

Medi-Cal Beneficiaries, as set forth below, rather than

to the Lump Sum Funding for Continued Access to

Emergency Care for Medi-Cal Beneficiaries maximum

obligation.

Except for the funding allocation to UCLA Medical

Center, the total of the funding allocations above

shall comprise the IGT for FY 2009-10, which will

enable the County-designated trauma hospitals to

receive Federal matching funds in approximately the

same amount, dollar for dollar. The County shall

recommend to the State that the IGT and Federal

matching funds be divided among all Contractor trauma

hospitals according to trauma center losses as

described above.

III. FUNDING FOR BASE HOSPITAL SERVICES FOR CONTINUED ACCESS TO

EMERGENCY CARE FOR MEDI-CAL BENEFICIARIES:

To account for the special costs incurred for those

Contractors providing base hospital services (Childrens

Hospital is not providing base hospital services), and to

ensure continued access by Medi-Cal beneficiaries to

emergency rooms and emergency room care in the County by
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maintaining efficient prehospital transport of all patients

to the most appropriate emergency room, the County has

allocated funding for each such hospital.

It is the intent of the County to obtain Federal

matching funding for each County-designated trauma center

providing base hospital services, except for UCLA Medical

Center, through the SPA as described above.

Due to its status as a public institution, UCLA Medical

Center shall not receive Federal matching funds, and the

County shall instead provide directly to UCLA Medical Center

any funding allocation as described herein (with payments

made at or about the same time that the other trauma

hospitals receive the IGT and Federal matching funds):

A. For Fiscal Year 2008-09, the total County maximum

obligation shall be approximately $2.8 million

(approximately $2.3 million for the IGT and $500,000

for UCLA Medical Center). Except as set forth in this

Exhibit, the County shall determine the funding

allocation of the IGT and Federal matching funds, as

well as the direct payment to UCLA Medical Center, by

taking into account call volume for the prior calendar

year of service, including Standing Field Treatment
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Protocols (SFTPs) requiring medical direction (joint

runs) and excluding information only calls for all

trauma hospitals providing base hospital services, as

follows:

CALL VOLUME MAXIMUM AMOUNT

Up to 1,500 calls/month $ 500,178

1,501 to 3,000 calls/month $ 609,498

Over 3,000 calls/month $ 718,822

Except as set forth in this Exhibit, the County

shall recommend to the State that the IGT and the

Federal matching funding be divided as follows, with

payment made on or about January of the applicable

fiscal year.

CONTRACTOR MAXIMUM AMOUNT

California Hospital Medical Center $ 500,178

Cedars-Sinai Medical Center $ 500,178

Providence Holy Cross Medical Center $ 500,178

Huntington Memorial Medical Center $ 500,178

Henry Mayo Newhall Memorial $ 500,178

Long Beach Memorial Medical Center $ 500,178

Northridge Hospital Medical Center $ 500,178
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St. Francis Medical Center $ 500,178

St. Mary Medical Center $ 500,178

The County shall provide the following directly to

UCLA Medical Center:

CONTRACTOR MAXIMUM AMOUNT

UCLA Medical Center $ 500,178

The parties acknowledge that this funding is

comprised in part by revenue generated by Measure B

Trauma Property Assessment (TPA) Funds as allocated by

the County Board of Supervisors. The parties further

acknowledge that the Measure B TPA Funds may vary based

on (1) a percentage change, if any, in the total

revenue generated for FY 2008-09 as compared to FY

2006-07 (the base year); and/or (2) an adjustment by

the cumulative increase, if any, to the medical

component of the Western Urban Consumer Price Index

from July 1, 2003, as established by the United States

Bureau of Labor Statistics if set by the Board of

Supervisors, exclusively (Measure B Adjustment). As a

result, the total maximum allocation may exceed the

aggregate of $2.8 million, taking into account a

Measure B Adjustment to the Measure B TPA Funds. The
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parties also agree that the amount resulting from any

Measure B Adjustment applied to the funding for Base

Hospital Services for Continued Access to Emergency

Care for Medi-Cal Beneficiaries may be applied, in

whole or in part, to increase the maximum obligation

for (1) Claims-Based Funding and/or (2) Lump-Sum

Funding for Continued Access to Emergency Care for

Medi-Cal Beneficiaries, rather than to the funding for

Base Hospital Services for Continued Access to

Emergency Care for Medi-Cal Beneficiaries maximum

obligation.

B. For Fiscal Year 2009-10, the total County maximum

obligation shall be approximately $3.13.0 million

(approximately $2.52.4 million for the IGT and $600,000

for UCLA Medical Center). Except as set forth in this

Exhibit, the County shall determine the funding

allocation of the IGT and Federal matching funds, as

well as the direct payment to UCLA Medical Center, by

taking into account call volume for the prior calendar

year of service, including Standing Field Treatment

Protocols (SFTPs requiring medical direction (joint

runs) and excluding information only calls for all
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trauma hospitals providing base hospital services, as

follows:

CALL VOLUME MAXIMUM AMOUNT

Up to 1,500 calls/month $ 540,192

1,501 to 3,000 calls/month $ 658,257

Over 3,000 calls/month $ 776,328

CONTRACTOR MAXIMUM AMOUNT

Antelope Valley Hospital (Estimated) $ 135,048

California Hospital Medical Center $ 540,192

Cedars-Sinai Medical Center $ 540,192

Providence Holy Cross Medical Center $ 540,192

Huntington Memorial Medical Center $ 540,192

Henry Mayo Newhall Memorial $ 540,192

Long Beach Memorial Medical Center $ 540,192

Northridge Hospital Medical Center $ 540,192

St. Francis Medical Center $ 540,192

St. Mary Medical Center $ 540,192

The County shall provide the following directly to

UCLA Medical Center:

CONTRACTOR MAXIMUM AMOUNT

UCLA Medical Center $ 540,192
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Except for UCLA Medical Center, the parties

acknowledge that the funding allocations to be

determined according to each trauma hospital's call

volume shall be comprised of 50% of IGT and 50% of

Federal matching funds (or as altered by Federal

Medical Assistance Percentage funding). If it is

determined that the call volume for any or all of the

trauma hospitals has increased such that the maximum

amount to be paid exceeds the maximum county obligation

as set forth above, the Department shall seek approval

from the Board of Supervisors for additional funding as

needed.

The parties acknowledge that this funding is

comprised in part by revenue generated by Measure B

Trauma Property Assessment (TPA) Funds as allocated by

the County Board of Supervisors. The parties further

acknowledge that the Measure B TPA Funds may vary based

on (1) a percentage change, if any, in the total

revenue generated for FY 2009-10 as compared to FY

2008-09 (the base year); and/or (2) anthe adjustment by
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the cumulative increase, if any, to the medical

component of the Western Urban Consumer Price Index

from July 1, 2003, as established by the United States

Bureau of Labor Statistics if set by the Board of

Supervisors, exclusively (Measure B Adjustment). As a

result, the total maximum allocation may exceed the

aggregate of $3.03.1 million, taking into account a

Measure B Adjustment to the Measure B TPA Funds. The

parties also agree that the amount resulting from any

Measure B Adjustment applied to the funding for Base

Hospital Services for Continued Access to Emergency

Care for Medi-Cal Beneficiaries may be applied, in

whole or in part, to increase the maximum obligation

for (1) Claims-Based Funding and/or (2) Lump-Sum

Funding for Continued Access to Emergency Care for

Medi-Cal Beneficiaries, rather than to the funding for

Base Hospital Services for Continued Access to

Emergency Care for Medi-Cal Beneficiaries maximum

obligation.

IV. FUNDING FOR PEDIATRIC TRAUMA CENTERS:

The parties acknowledge that Chapter 841 of the

Statutes of 2006, hereinafter referred to as "SB 1773",
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authorized the County Board of Supervisors, until January 1,

2009, unless a later enacted statute, that is chaptered

before January 1, 2009, deletes or extends that date, to

elect to levy an additional penalty in the amount of $2 for

every $10, upon fines, penalties, and forfeitures collected

for specific criminal offenses. SB 1773 further authorized

the County Board of Supervisors to utilize fifteen percent

(15%) of the funds collected pursuant to these provisions to

provide funding for Pediatric Trauma Centers (PTCs)

throughout the County, both publicly and privately owned and

operated. Funds spent for these purposes shall be known as

Richie's Fund, and are based on projected collections

through December 2008.

In keeping with the intent of Richie's Fund, the

following PTCs will receive from the County an estimated One

Million Two Hundred Thousand Dollars ($1,200,000) one-time

allocation to be disbursed evenly amongst: 1) Harbor/UCLA

Medical Center; 2) LAC+USC Medical Center; 3) Cedars-Sinai

Medical Center; 4) Childrens Hospital Los Angeles; 5) Long

Beach Memorial Hospital; and (6) The Regents of The

University of California, a California Corporation, on

behalf of The University of California Los Angeles to
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augment the services provided to pediatric trauma patients,

as detailed in Exhibit B.1, Pediatric Trauma Center Service

Augmentation – SB 1773 Funding Requirements. An estimated

Two Million Dollars ($2,000,000) one-time allocation would

be disbursed to Northridge Hospital Medical Center, for

opening and maintaining a PTC, as detailed in Exhibit B.2,

Pediatric Trauma Center Service Augmentation – SB 1773

Funding Requirements.



TRAUMA CENTER SERVICE AGREEMENT

PEDIATRIC TRAUMA CENTER SERVICE AUGMENTATION

EXHIBIT B.1
SENATE BILL 1773 FUNDING REQUIREMENTS

On September 30, 2006, the Governor approved Senate Bill

1773 ("SB 1773"), which authorized the County Board of

Supervisors, until January 1, 2009, unless a later enacted

statute, that is chaptered before January 1, 2009, deletes or

extends that date, to elect to levy an additional penalty in the

amount of $2 for every $10, upon fines, penalties, and

forfeitures collected for specific criminal offenses.

SB 1773 further authorized the County Board of Supervisors

to utilize fifteen percent (15%) of the funds collected pursuant

to these provisions to provide funding for Pediatric Trauma

Centers (PTCs) throughout the County, both publicly and

privately owned and operated. Funds spent for these purposes

shall be known as Richie's Fund.

In keeping with the intent of Richie's Fund, the following

PTCs will receive from the County, based on projected

collections through December 2008, an estimated One Million Two

Hundred Thousand Dollars ($1,200,000) one-time allocation to be

disbursed evenly amongst: 1) Harbor/UCLA Medical Center; 2)

LAC+USC Medical Center; 3) Cedars-Sinai Medical Center; 4)

Childrens Hospital Los Angeles; 5) Long Beach Memorial Hospital;
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and 6) The Regents of The University of California, a California

Corporation, on behalf of The University of California Los

Angeles.

Within three (3) months of receipt of these funds, the PTCs

shall submit documentation for review and approval by the

Department of Health Services' Emergency Medical Services (EMS)

Agency to substantiate appropriate use for expenditures to

augment pediatric trauma services in accordance with the

Legislation's requirements.
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PEDIATRIC TRAUMA CENTER SERVICE AUGMENTATION

EXHIBIT B.2
SENATE BILL 1773 FUNDING REQUIREMENTS

On September 30, 2006, the Governor approved Senate Bill

1773 ("SB 1773"), which authorized the County Board of

Supervisors, until January 1, 2009, unless a later enacted

statute, that is chaptered before January 1, 2009, deletes or

extends that date, to elect to levy an additional penalty in the

amount of $2 for every $10, upon fines, penalties, and

forfeitures collected for specific criminal offenses.

SB 1773 further authorized the County Board of Supervisors

to utilize fifteen percent (15%) of the funds collected pursuant

to these provisions to provide funding for pediatric trauma

centers throughout the County, both publicly and privately owned

and operated. Funds spent for these purposes shall be known as

Richie's Fund.

In keeping with the intent of Richie's Fund, Northridge

Hospital Medical Center (NRH) will receive from the County an

estimated Two Million Dollars ($2,000,000) one-time allocation,

for opening and maintaining a Pediatric Trauma Center (PTC),

upon approval.

The County of Los Angeles' Emergency Medical Services (EMS)

Agency will conduct an evaluation, which shall include:



1) submittal to, and approval by, the EMS Agency, of a

detailed plan for designation and maintaining services as a

PTC including approximate dates for the California State

Department of Health Services (CCS) survey, 2) the ACS

survey (late summer or early fall of 2008), 3) completion

of the contractual requirement with The Regents of The

University of California, a California Corporation, on

behalf of The University of California Los Angeles to

provide pediatric trauma surgeon coverage, 4) proof of the

ability to comply and maintain services as specified in the

Trauma Center Service Agreement, Exhibit A.III Level II

Pediatric Trauma Center Requirements, attached hereto and

incorporated herein by reference, and 5) submittal to, and

approval by, the EMS Agency, of the Application to Provide

Pediatric Level II Trauma Services.

Actual fund distribution will be made in installments and

defined following approval of the detailed plan for designation

and maintaining services as a PTC by NRH, and are based on

projected collections through December 2008. County will make

an initial payment of Five Hundred Thousand Dollars ($500,000)

after approval of the plan; a second payment of One Million

Dollars ($1,000,000) upon provisional or final approval by CCS;

and a final payment of Five Hundred Thousand Dollars ($500,000)

upon completion of the PTC designation process. Should NRH fail
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to complete the PTC designation process by January 2010, and the

EMS Agency concludes that PTC designation is not achievable; the

remaining funds balance will be withheld by County and

distributed in accordance with the Legislation's requirements.

Further, NRH agrees to utilize all equipment and other products

purchased using funds from SB 1773 Pediatric Trauma Allocation

(Richie's Fund) to provide expanded pediatric care at NRH.
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TRAUMA CENTER SERVICE AGREEMENT

TRAUMA SERVICE COUNTY ELIGIBILITY PROTOCOL

I. PURPOSE: The Trauma Service County Eligibility (TSCE) Protocol

is to be used by the County of Los Angeles (County) and by County

Contract Trauma Service Hospitals (Contractor) in connection with

the Trauma Service Hospital Agreement between the County and

Contractor for the purposes of adjusting hospital and other

health care charges to Trauma Service Patients for Authorized

Services according to the financial conditions of the patient and

the patient’s responsible relatives.

TSCE shall not in any way diminish or defeat the County’s

right, under California Government Code Sections 23004.1 and

23004.2 to recover from third-party tort-feasors the reasonable

cost of health care services provided to the patients involved.

II. DEFINITIONS:

A. "County Hospital(s)" means any hospital or other health care

facility which is owned and operated by the County of Los

Angeles.

B. "General Relief recipient(s)" means any person who has been

determined eligible for the County’s General Relief program

as administered by the County Department of Public Social

Services (DPSS).

C. "Inpatient service(s)" means any preventive, diagnostic, or
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treatment service(s) provided by Contractor to a patient who

is a registered inpatient therein.

D. "Inpatient stay of admission " means an uninterrupted term

of inpatient services and shall constitute an occurrence of

inpatient services.

E. "Emergency Department visit" means any health care services,

other than inpatient services, provided in the emergency

department by Contractor.

F. "Responsible relative(s)" means the patient’s spouse, or

parent(s), or legal guardian(s) if the patient is a minor

child, or other legal representatives if known.

G. "Special medical payment program(s)" means any program such

as Medi-Cal, Medicare, CHAMPUS (Civilian Health and Medical

Program of the Uniformed Services), California Children

Services, and Victims of Crime, which is governed by

particular statute, ordinance, or regulation.

H. "Third-party coverage" means any health care benefits

payable on behalf of the patient from other than the

financial resources of the patient and the patient’s

responsible relatives, if any. Generally, third-party

coverage includes special medical payment programs, prepaid

health plans, and private health insurance.

I. "Trauma Hospital Authorized Service(s)" means any emergency
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department visits and inpatient services: (1) which have

been specifically authorized by the County pursuant to a

Trauma Service Hospital Agreement between the County and

Contractor, and (2) for which such Contractor may receive

reimbursement from the County under such Agreement.

J. "Trauma Patient" means any patient who receives Trauma

Hospital Authorized Service.

K. "Trauma Service Hospital(s)" means any hospital or other

health facility which is not a County Hospital and which has

formally executed a Trauma Service Hospital Agreement with

the County under which such hospital or other health care

facility may receive reimbursement from the County for

Trauma Hospital Authorized Services provided to trauma

patients.

III. SERVICES COVERED: TSCE shall cover any occurrence of Trauma

Hospital Authorized Service (i.e., an inpatient stay of admission

or an emergency department visit) at any Trauma Service Hospital

except for any such occurrence of service for which there is

third-party coverage that will fully pay for the particular

occurrence of service.

IV. ELIGIBILITY: In order to be eligible for TSCE for inpatient

services or for emergency department visits, the patient and the

patient’s responsible relatives, if any, must cooperate with the



ATTACHMENT B-1

- 4 -

County and Contractor in terms of financial data acquisition and

otherwise in accordance with TSCE, including, but not necessarily

limited to, the following requirements:

A. provide the names and addresses of the patient and the

patient’s responsible relatives.

B. provide acceptable address verification.

C. complete and sign, under penalty of perjury, the TSCE

Agreement, which shall be substantially similar to

Attachment U-1, attached hereto and incorporated herein by

reference, setting forth, among other things, the income and

family size of the patient and the patient’s responsible

relatives, and the patient’s third party coverage,

including, but not limited to, prepaid health plan status

(member or not). A separate TSCE Agreement shall be

completed and signed for each inpatient stay of admission

and for each emergency department visit.

D. complete and sign authorization(s) as requested by the

County and the Contractor to allow the County and the

Contractor to verify any information disclosed by the

patient and the patient’s responsible relatives on or in

connection with the TSCE Agreement.

E. provide the County or the Contractor with any documentation

requested by the County or the Contractor for any
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information disclosed by the patient and the patient’s

responsible relatives on or in connection with the TSCE

Agreement.

V. ELIGIBILITY DETERMINATIONS WHEN PATIENT UNABLE TO COOPERATE: The

parties recognize that there may be situations when the patient

and/or patient’s responsible relatives, if any, are unable to

cooperate with the County and the Contractor in terms of

providing the financial information necessary to make a TSCE

determination. Examples of these situations include, but are not

necessarily limited to, situations where the patient has expired,

or is comatose or otherwise mentally incompetent.

Under these circumstances, the Contractor may certify, under

penalty of perjury, that it has endeavored to:

A. obtain the names and addresses of the patient and the

patient’s responsible relatives;

B. obtain acceptable address verification; and

C. obtain all of the information needed to complete the TSCE

Agreement, including information regarding the income and

family size of the patient and the patient’s responsible

relatives, and the patient’s third-party coverage.

This certification by the Contractor which shall be

substantially similar to Attachment U-2, attached hereto and

incorporated by reference, shall be accepted by the County
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in lieu of a TSCE Agreement completed by the patient or

patient’s responsible relatives.

VI. FREQUENCY OF TSCE DETERMINATIONS: TSCE determination, as to the

patient’s eligibility for TSCE, shall be subject to the TSCE

Agreement (Attachment U-1) and shall establish eligibility for

all inpatient services received at a Trauma Service Hospital

during an inpatient stay of admission or for health care services

received at the said hospital during an emergency department

visit.

VII. TSCE ELIGIBILITY COMPUTATION: The patient’s TSCE eligibility

shall be established by comparing the gross monthly and annual

income of the patient and patient’s responsible relatives, if

any, and the patient’s family size to 200 per cent of the Poverty

Income Guidelines as published annually in the Federal Register.

If the gross monthly and annual income of the patient and the

patient’s responsible relatives is less than or equal to 200 per

cent of the Poverty Guidelines for the patient’s family size,

then the patient shall be eligible for TSCE and shall not be

liable for the inpatient services received during the particular

inpatient stay of admission or for health care services received

during the particular emergency department visit.

Any patient who is a verified County General Relief

recipient shall automatically by granted TSCE eligibility. Once
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TSCE eligibility has been established for an occurrence of Trauma

Hospital Authorized Service (i.e., an inpatient stay of admission

or an emergency department visit), it shall not be re-determined

retroactively for any reason except where:

A. The patient and/or the patient’s responsible relatives have

intentionally failed to fully disclose or have intentionally

misrepresented their income, family size, third-party

coverage, and/or other requested information, in which case

the liability of the patient and the patient’s responsible

relatives shall, at the election of the Director, revert to

the full charge for such occurrence of Trauma Hospital

Authorized Service; or

B. Clerical error has occurred or the patient and/or the

patient’s responsible relatives have negligently failed to

fully disclose or have negligently misrepresented their

income, family size, third-party coverage, and/or other

requested information, in which case the TSCE eligibility

shall be re-determined.

C. The patient is determined by the Director not to be eligible

as a Trauma Patient for such occurrence of Trauma Hospital

Authorized Service, in which case: (1) the patient and the

patient’s responsible relatives shall not be eligible for

TSCE for such occurrence of service, and (2) any funds
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received by the particular Contractor from the County for

such occurrence of service must be repaid to the County.

When a patient and/or patient’s responsible relatives, if

any, previously unable to cooperate with the County and the

Contractor in terms of providing the financial information

necessary to make TSCE determination, agrees to cooperate,

TSCE eligibility shall be re-determined.
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__________________________________________ _______________________________ ______________________
Trauma Service Hospital/Physician Medical Record Number Date(s) of Service

NOTE: Patients unwilling or refusing to cooperate DO NOT qualify for the California Healthcare for Indigents Program.

PATIENT INFORMATION:

_________________________________________________________________________________________________________
Last First Middle

_________________________________________________________________________________________________________
Street City State Zip

_________________________________________________________________________________________________________
Patient’s Responsible Relative(s) Name(s) Addresses(s)

_______ - _______ - _______ ( ) ________ - _______________ ________/________/_______
Social Security Number Telephone Number Birthdate

Third party coverage (i.e., private insurance) which may partially or fully cover the cost of health services on the above date(s)?
YES NO (IF YES, PATIENT IS NOT ELIGIBLE)

□ □

TSCE COMPUTATION: (TAKEN FROM 2008 Federal Poverty Level 04/01/08):

CIRCLE ONE IN EACH COLUMN BELOW: Figure Family Size based on the number of persons in the patient’s household. Figure
the income of the patient and the patient’s responsible relative(s) before taxes and deductions.

Family Size Monthly Income Yearly Income
1 $1,734 20,808
2 2,334 28,008
3 2,934 35,208
4 3,534 42,408
5 4,134 49,608
6 4,734 56,808
7 5,334 64,008
8 5,934 71,208
9 6,534 78,408

10 7,134 85,608

(For family units with more than 10 members, add $600 monthly and $7,200 yearly for each additional member.)

My/our Monthly Income and Yearly Income are less than or equal to the amount circled above.

TSCE CERTIFICATION:

I/we understand that in order to be eligible for TSCE for the health services received on the above date(s), my/our Monthly Income
and Yearly Income must be less than or equal to the amounts corresponding to my/our Family Size. I/we will not be liable for these
health services.

I/we understand and agree that this Agreement shall be governed by the terms and conditions set forth in the TSCE, which has
been made available to me/us for review, and that I/we shall fully cooperate with the County and Trauma Service Hospital
in accordance with the TSCE.

I/WE, PATIENT OR RESPONSIBLE RELATIVE(S), CERTIFY UNDER PENALTY OF PERJURY BY MY/OUR SIGNATURE(S)
THAT THE INFORMATION I/WE HAVE GIVEN TO DETERMINE MY/OUR TRAUMA SERVICE COUNTY ELIGIBILITY AS
CIRCLED ABOVE FOR HEALTH SERVICES ON THE ABOVE DATE(S) IS TRUE AND COMPLETE TO THE BEST OF MY/OUR
KNOWLEDGE AND BELIEF I/WE ALSO CERTIFY THAT I/WE HAVE DISCLOSED ALL MY/OUR THIRD PARTY COVERAGE
WHICH MAY PAY FOR ANY OF THE COST OF HEALTH SERVICES RECEIVED. I/WE UNDERSTAND THAT IF I/WE HAVE A THIRD OR
FIRST PARTY CLAIM OR LAWSUIT, LOS ANGELES COUNTY EMERGENCY MEDICAL SERVICES, SHALL HAVE THE RIGHT TO
RECOVER ALL REASONABLE HOSPITAL AND PHYSICIAN CHARGES INCURRED DURING THE ABOVE REFERENCED DATE OF
SERVICE AND OTHER MEDICAL SERVICES RELATED HERETO AS PERMITTED BY STATE LAW. THIS INCLUDES THE FULL BILLED
CHARGES OF THE HOSPITAL.

_____________________________________________________________ ________/________/________
Patient/Responsible Relative(s) Signature Date

_____________________________________________________________ ________/_______/_________
TSCE Hospital Reviewer (Required to verify above information and signature.) Date

tsce 040792 Revised jd 04/01/08 THIS FORM OR A U-2 MUST BE ON FILE IN THE PATIENT’S FINANCIAL CHART



ATTACHMENT U-1
TRAUMA SERVICE COUNTY ELIGIBILITY (TSCE) AGREEMENT

____ _____________________
Hospital de Servicios de Trauma/Medico Numero de Paciente Fecha(s) de Servicio

AVISO: Los pacientes que no estan dispuestos o se niegan a cooperar NO tienen derecho a paticipar en al Programa
de Cuidado Medico para Indigentes de California.

INFORMACION DEL PACIENTE:

_________________________________________________________________________________________________________________
Apellido Nombre Segundo nombre

_________________________________________________________________________________________________________________
Calle Ciudad Estado Codigo postal

_________________________________________________________________________________________________________________
Pariente responsable del Paciente Nombre(s) Direccion

- - ( ) __ - __ / /______
Numero del Seguro Social Numero de Telefono Fecha de Nacimiento

Tiene cobertura de terceros (Por Ejemplo: Seguro privado) que cubra parcialmente o totalmente los gastos de estos servicios medicos en la
fecha arriba indicada?

SI NO

□  □

CALCULO DEL TSCE (Obtenido del Nivel Federal de Pobreza para el año 2008 (04/01/08):

MARQUE CON UN CIRCULO UN ELEMENTO POR COLUMNA: Estime el tamano de la familia basado en el numero de personas
en la casa del paciente. Estime el ingreso del paciente y los parientes responsables del paciente antes de impuestos y deducciones.

Tamano de la familia Ingresos mensuales Ingresos anuales
1 $1,734 20,808
2 2,334 28,008
3 2,934 35,208
4 3,534 42,408
5 4,134 49,608
6 4,734 56,808
7 5,334 64,008
8 5,934 71,208
9 6,534 78,408

10 7,134 85,608

(Para familias con mas de 10 miembros, anada $600 mensuales y $7,200 anuales por cada miembro adicional).

Mi/nuestro ingreso mensual y anual es menor que o igual a la cantidad marcada con un circulo arriba.

CERTIFICACION TSCE

Yo/Nosotros comprendo que para reuinar los requistos del TSCE para los servicios de salud recibidos en las fecha(s) mencionadas
anteriormente, mi/nuestro ingreso mensual y anual debe ser menos que o igual a la cantidad corrrespondiente al numero de personas en
mi/nuestra familia. Yo/Nosotros no seremos responsables por estos servicios de salud.

Yo/Nosotros comprendo y estamos de acuerdo que este Acuerdo debe regirse bajo las condiciones expuestas en el TSCE, que
estan a mi/nuestra disposicion para su revision y que cooperaremos totalmente con el Condado y el Hospital de Servicios de Trauma de
acuerdo al TSCE.

CON LA FIRMA, YO/NOSOTROS, EL PACIENTE O PARIENTES DEL PACIENTE DAMOS FE BAJO PENA DE PERJURIO QUE LA
INFORMACION QUE HEMOS PROPORCIONADO PARA DETERMINAR SI REUNO LOS REQUISITOS PARA LOS SERVICIOS DE
TRAUMA DEL CONDADO COMO SE MENCIONO ANTERIORMENTE POR LOS SERVICIOS DE SALUD EN LAS FECHAS
MENCIONADAS ANTERIORMENTE ES VERDADERO Y COMPLETO SEGUN MI LEAL SABER Y ENTENDIMIENTO. TAMBIEN
DOY/DAMOS FE QUE HE REVELADO MI/NUESTRA COBERTURA DE TERCEROS PARA QUE PUEDAN PAGAR POR LOS GASTOS
RECIBIDOS POR LOS SERVICIOS MEDICOS. YO/NOSOTROS ENTENDEMOS QUE SI YO/NOSOTOROS TENEMOS UNA TERCERA O
PRIMERA DEMANDA O PLEITO DE PARTIDO, LOS SERVICIOS MÉDICOS DE EMERGENCIA DEL CONDADO DE LOS ÁNGELES,
TENDRÁN EL DERECHO DE RECUPERAR TODOS LOS CARGOS RAZONABLES DEL HOSPITAL Y DEL MÉDICO INCURRIDAS
DURANTE LA FECHA ARRIBA REFERIDA DE SERVICIO Y QUALQUIER OTROS SERVICIOS MÉDICOS AQUI RELACIONADOS SEGÚN
LO PERMITIDO POR LA LEY ESTATAL. ESTO INCLUYE TODOS LOS CARGOS INCLUIDOS EN LA CUENTA COMPLETA DEL
HOSPITAL.

/ /______
Firma del Paciente/Persona Responsable(s) Fecha

/ /______
El Encargado de revisar la forma TSCE del Hospital Fecha
(Necesario para verificar la information y firma precedentes)

ESTE DOCUMENTO O EL U-2 DEBE GUARDARSE CON LOS DATOS ECONOMICOS DEL PACIENTE



(SEE 040792 Revisado csg. 4/01/08)



478 ATTACHMENT U-2

HOSPITAL CERTIFICATION OF INABILITY TO COOPERATE

__________________________________________ _______________________________ ______________________
Trauma Service Hospital/Physician Medical Record Number Date(s) of Service

NOTE: Patients unwilling or refusing to cooperate DO NOT qualify for the California Healthcare for Indigents Program.

PATIENT INFORMATION:

_________________________________________________________________________________________________________
Last First Middle

_________________________________________________________________________________________________________
Street City State Zip

_________________________________________________________________________________________________________
Patient's Responsible Relative(s) Name(s) Addresses(s)

_______ - _______ - _______ ( ) ________ - _______________ _______/_______/______
Social Security Number Telephone Number Birthdate

I/WE CERTIFY UNDER PENALTY OF PERJURY BY MY/OUR SIGNATURE THAT WE HAVE USED ALL
REASONABLE MEANS TO DETERMINE THE PATIENT'S ELIGIBILITY IN ACCORDANCE WITH THE
TSCE AGREEMENT. SPECIFICALLY, WE HAVE USED ALL REASONABLE MEANS TO:

1) Obtain the names and addresses of the patient and the patient's responsible relatives,

2) Obtain acceptable address verification, and

3) Obtain all information needed to complete the TSCE Agreement, including information regarding
the income and family size of the patient and patient's responsible relatives, and the patient's
third party coverage.

The patient and/or patient's responsible relatives, if any, were UNABLE to cooperate fully because

__________________________________________________________________________________
and TO THE BEST OF OUR KNOWLEDGE AND BELIEF, THE PATIENT OR PATIENT'S
RESPONSIBLE RELATIVES ARE UNABLE TO PAY FOR THE COST OF HEALTH SERVICES
PROVIDED AND THE PATIENT OR PATIENT'S RESPONSIBLE RELATIVES HAVE NO THIRD PARTY
COVERAGE FOR THESE HEALTH SERVICES. THE INFORMATION SET FORTH ABOVE IS ALL OF
THE INFORMATION WE WERE ABLE TO OBTAIN WITH RESPECT TO THIS PATIENT.

___________________________________________ ________/________/________
Hospital Reviewer Date

___________________________________________ ________/________/________
Hospital Supervisor Date

THIS FORM OR A TSCE MUST BE ON FILE IN THE PATIENT'S FINANCIAL CHART

U-2 Revised csg 11/96













































ATTACHMENT B-6

COUNTY OF LOS ANGELES!DEPARTMENT OF HEALTH SERVICES
EMERGENCY MEDICAL SERVICES AGENCY

TRAUMA CENTER PAYMENT REFUND FORM

FACILITY: ________________________________________________________

PATIENT NAME: ___________________________________________________

DATE OF SERVICE: ____________________ TPS#: ____________________

AMOUNT OF EMS PAYMENT: $______________________________________

AMOUNT OF FACILITY REFUND: $___________________________________

REASON FOR REFUND DATE COVERAGE IDENTIFIED

□ DUPLICATE (County Payment) _____/_____/______

□ INSURANCE (Health Plan/HMO) _____/_____/______

□ MEDI-CAL _____/_____/______

□ MEDICARE _____/_____/______

□ PATIENT _____/_____/______

□ THIRD PARTY TORTFEASORS _____/_____/______

□ OTHER __________________________ _____/_____/______

(Specify)

SUBMITTED BY: __________________________ DATE: _____/_____/_____

(THIS FORM MUST BE ATTACHED TO EACH REFUND CHECK)
Mail to: SPECIAL REVENUE FUNDS SECTION

313 N. Figueroa St., Room 531
Los Angeles, CA 90012

ATTN: Section Head



EXCLUSIONS:
All diagnostic codes within the following ranges, unless an additional injury that meets criteria exists:  

905-909.9 (late effects of injury)
910-924.9 (superficial injuries/insect bites)

930-939.9 (foreign bodies)

TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT C
PATIENT INCLUSION IN THE TRAUMA DATA SYSTEM 

DID THE PATIENT ARRIVE VIA EMS?

PREHOSPITAL 
DECISION?

Did the patient meet LA County 
Trauma Triage criteria, guidelines 

or paramedic judgment as per 
Ref. 506? 

TRAUMA 
CRITERIA or 

GUIDELINES?
Did the NON-EMS patient meet 

LA County Trauma Triage criteria 
or guidelines as described in 

Ref. 506? 
(Paramedic judgment is not 

applicable for non-EMS patients)  

HOSPITAL ADMISSION?
Was the patient admitted for care of an injury after ED evaluation by Trauma services?

OR
Was the patient transferred to you for care of an injury?

DEATH?
Did the patient die of an injury-related problem?

CASES ENTERED INTO THE REGISTRY THAT DO NOT MEET "EXHIBIT C" CRITERIA MUST BE 
IDENTIFIED AS "DHS=NO", AND HAVE THE TPS RATIONALE OF "DHS=NO" INDICATED.

REVISED FEB 2008

No

No

Yes

Yes
Yes

INJURED PATIENTS 
Patient has at least one ICD-9-CM injury diagnostic code within the range of 800-959.9

No No

Yes

Yes

Patient 
DOES NOT 

meet inclusion 
criteria

Patient MEETS 
inclusion criteria

No



TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT D

TRAUMA CENTER DATA COLLECTION SYSTEM

1. SPECIFIC RESPONSIBILITIES OF COUNTY’S DEPARTMENT OF HEALTH

SERVICES (COUNTY’S LOCAL EMERGENCY MEDICAL SERVICES (EMS)

AGENCY) INCLUDE THE FOLLOWING:

A. The local EMS agency shall develop and implement a

standardized data collection instrument and implement a

data management system for trauma care.

(1) The system shall include the collection of both

prehospital and hospital patient care data, as

recommended by the Trauma Hospital Advisory

Committee (THAC) to the local EMS agency.

(2) Trauma data shall be integrated into the local EMS

agency data management system.

(3) County commits to pursue the participation, in the

local EMS agency data collection system efforts,

of all hospitals receiving trauma patients in

accordance with local EMS agencies policies and

procedures which are based on Title 22.

(4) County shall generate and distribute periodic

reports to all designated Trauma Centers

participating in the trauma system on a quarterly

basis, to include but not limited to:

(a) system volume report on the total number of
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- 2 -

patients by trauma center; and

(b) system volume report on the number of

pediatric patients versus the number of adult

patients by trauma center; and

(c) system volume report on the number of blunt

injuries versus the number of penetrating

injuries by trauma center; and

(d) system volume report on the mechanism of

injury by trauma center.

(5) County shall generate and distribute for the

purposes of benchmarking to Contractor quarterly

reports on system aggregate data on the following:

(a) Intensive Care Unit (ICU) Length of Stay

(LOS); and

(b) Payer Source distribution; and

(c) Injury Severity Score (ISS) distribution with

the patient’s outcome, lived versus died.

(6) County agrees to honor special request for reports

by Contractor to compare hospital specific data

elements to the system aggregate data elements

within a reasonable agreed upon time period.

B. The Department agrees to provide the following to the

Contractor:



Exhibit D

- 3 -

(1) A current Trauma Center Trauma and Emergency

Medicine Information System (TEMIS) software

training/procedure manual.

(2) Annually a minimum of sixteen (16) hours TEMIS

basic software training and twenty-four (24) hours

of intermediate/advanced training will be offered,

for all necessary persons identified by

Contractor, to enable Contractor personnel to

perform data entry, database maintenance, and

basic and advanced report generation functions.

(a) Contractor’s need for basic training of new

employees will be met without regard to the

minimum number of participants within two (2)

weeks of Contractor’s request.

(b) Intermediate/advanced training classes to be

scheduled monthly, with a specific agenda for

standardized education, with a minimum number

of two (2) participants, in no less than four

(4) hour increments.

(c) Additional training hours will be made

available as needed.

(3) A nonexclusive, nontransferable license to

Contractor to use current software and
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documentation and any software updates, or until

Agreement is terminated as set forth herein. Such

license also includes the right of Contractor to

copy TEMIS software and documentation for back-up

or archive purposes, but such license further

gives Contractors no right to sell, lease,

sublease, donate, assign, distribute, or otherwise

transfer any right in TEMIS software or

documentation to any other person or entity.

(4) Installation and maintenance of personal computer

(PC) peripherals and software meeting

specifications shown in Attachment "D-1", TEMIS

Hospital Hardware and Software Specifications,

attached hereto and incorporated herein by

reference, for the purpose of Trauma Center data

entry and/or data manipulation. The Department

will maintain said equipment in fully functioning

order until Agreement is terminated or County

replaces the equipment. In the event that

Agreement is terminated for any reason, the

Department shall promptly remove all TEMIS

hardware and software and Contractor shall return

to County all TEMIS documentation (and all copies
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thereof made by Contractor hereunder) provided by

County to Contractor.

(5) Unlimited technical support for the TEMIS system

provided during normal business hours.

C. County does not warrant that operation of the hardware

or software will be uninterrupted or error-free. In

the event of a failure, breakdown of the equipment, or

errors in software the Department, on behalf of County,

shall use reasonable efforts to promptly rectify the

software, repair the failure, or replace the defective

component. Whenever possible, the Department shall

correct a problem in twenty-four (24) hours or less.

County shall have no such obligation if the problem(s)

is (are) a direct or indirect result of hardware and/or

software modifications, or both, made without written

approval from Director. County’s inability to resolve

above issues will result in temporary suspension of

Contractor’s data obligations.

The foregoing including responsibilities for

resolving hardware and software problems are the only

warranties of any kind, either expressed or implied,

that are made by County, and County disclaims all other

warranties including, but not limited to, the implied
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warranties of fitness for a particular purpose. In no

event shall County be liable for any direct, indirect,

incidental, or consequential damages of any nature

whatsoever (including, without limitation, damages for

loss of business profits, business interruption, loss

of information and the like), arising out of the use or

inability to use the software or hardware, even if

County has been advised of the possibility of such

damages.

County does not assume and shall have no liability

under this Agreement for failure to repair or replace

defective equipment, software, or the corresponding

data due directly or indirectly to causes beyond the

control of, and without the fault or negligence of

County, including, but not limited to, acts of God,

acts of public enemy, acts of the United States, any

state, or other political subdivision, fires, floods,

epidemics, quarantine, restrictions, strikes, freight

embargoes, or similar or other conditions beyond the

control of County.

2. SPECIFIC RESPONSIBILITIES OF CONTRACTOR INCLUDE THE

FOLLOWING:

A. Contractor’s data collection requirements for patient
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inclusion in the trauma database are defined and set

forth in Exhibit "C", attached hereto and incorporated

herein by reference.

Contractor shall enter into the TEMIS database

within fifteen (15) days of hospital admission, the

data elements found in the Initial Patient Information

Section (to include patient name, admit date, mode of

entry, and sequence number) of the Trauma Patient

Summary – Page 1 (TPS1). The remainder of TPS1 shall

be entered into the TEMIS database within thirty (30)

days of hospital admission. Data elements found in the

Trauma Patient Summary – Page 2 (TPS2) shall be entered

into the TEMIS database within sixty (60) days of

hospital discharge.

B. Contractor acknowledges receipt of the County

Department of Health Services Trauma Patient Summary

Form, Attachment "D-2", attached hereto and

incorporated herein by reference. Contractor agrees to

provide all mandatory data elements from Attachment

"D-2" in reporting trauma patient information to the

Department, to assist the Department in its data

collection effort. In the event that Director

determines that the Department's Trauma Patient Summary
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Form should be modified or that additional data must be

collected by Contractor based on recommendations from

the Trauma Hospital Advisory Committee (THAC), said

request for additional data must first be referred to

the EMSC Data Advisory Committee by Director for review

and advice. The Department shall estimate the cost

impact on Trauma Centers of the request for the

modification and shall advise the EMSC. If the request

for additional data results in increased costs to

Contractor, Contractor may terminate this Agreement

upon giving at least sixty (60) days prior written

notice to County.

C. Contractor shall utilize TEMIS application programs and

County-owned equipment, or provide their own equipment

in accordance with the specifications shown in

Attachment "D-1", TEMIS Hospital Hardware and Software

Specifications, attached hereto and incorporated herein

by reference, in a reasonably secure area of the

hospital provided by the Contractor. Contractor shall

in no way modify the structure or function of the

County-owned hardware or software without prior written

approval of Director. The hardware and software

configuration provided shall be used exclusively for
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the purposes intended herein. Use of County-owned

equipment for any other purpose or for running any

other programs or software shall be done only with the

express written consent of Director. Contractors shall

at all times provide County representative(s)

designated by Director with reasonable access to

Contractor premises to allow for installation,

maintenance, or removal of County-owned property.

D. Contractor shall provide DSL or T1 internet connection

for the submission of Contractor’s TEMIS data to

County.

E. Should County remove all or any portion of TEMIS

software required to submit Contractor’s data to County

via County defined media, or fail to correct any

software errors that prevent Contractor from being able

to perform data entry, Contractor’s obligation to

submit data electronically shall cease, until County

has reinstalled the necessary software or corrected the

software error.

F. If it is reasonably determined by Director that any

Contractor repair or replacement of County-owned

equipment, or repair or recovery of software or data,

to the extent deemed feasible by Director, was
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necessary due to theft or due to Contractor’s

negligence, Contractor shall reimburse County for the

repair, replacement, or recovery cost at a maximum

labor rate of Fifty Dollars ($50) per hour, plus the

actual cost of parts and materials.

G. Contractor shall provide all supplies necessary for the

ongoing use of the County-owned equipment (e.g. printer

cartridges, printer paper, floppy diskettes, etc.).

H. Contractor shall seek telephone assistance from

Director, whenever TEMIS operation failure occurs, to

obtain County TEMIS maintenance services as described

herein.

I. Contractor shall assign qualified back-up personnel to

operate TEMIS, as reasonably appropriate for Contractor

to meet Contractor’s data collection responsibilities

described herein. Furthermore, Contractor shall permit

adequate time for complete training of such personnel

during equipment installation.

J. All software application modules, all modifications,

enhancements, and revisions thereof and thereto, and

all materials, documents, software programs and

documentation, written training documentation and aids,

and other items provided by County or its agents, are
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"proprietary" or "confidential". Contractor shall use

reasonable means to insure that these confidential

products are safeguarded and held in confidence. Such

means shall include, but not be limited to: requiring

each Contractor employee or agent given access thereto

to enter into a written agreement in the same form

identified as Attachment "D-3", Hospital Employee

Acknowledgement and Confidentiality Agreement Regarding

Trauma Center Data Collection Obligations, attached

hereto and incorporated herein by reference; disclosing

confidential County products only to employees with a

need to know of such confidential County products in

order for Contractor to exercise its rights and perform

its obligation as a Trauma Center; and refraining from

reproducing, adapting, modifying, disassembling,

decompiling, reverse engineering, distributing, or

disclosing any confidential County products except as

expressly permitted hereunder. Copies of software,

application modules, and data may be made for the sole

purpose of backup only.

K. Contractor shall indemnify, hold harmless, and defend

County from and against any and all liability, damages,

costs, and expenses, including, but not limited to,
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defense costs and attorneys' fees, for or by reason of

any actual or alleged infringement of any United States

patent, copyright, or any actual or alleged trade

secret disclosure, arising from or related to the

misuse of the software license.

L. Contractor shall safeguard and protect the County-owned

equipment to ensure full operation. No other

application software programs shall be operated on

County-owned equipment supplied to Contractor, unless

specifically approved in writing by Director.

3. RELEASE AND/OR SALE OF TEMIS DATA:

A. The parties acknowledge that the data collection effort

was undertaken for the purpose of improving the Los

Angeles Trauma System and that the County and

participating hospitals have expended significant

amounts of time, effort and money to develop data

collection systems and data. Accordingly, it is hereby

acknowledged and agreed that County will not release or

sell any identifiable data to any entity for

publication or for any other use whatsoever without

first receiving written permission from Contractor, if

it is identified, except as otherwise provided by law.

B. Only non-hospital identifiable information resulting
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from the TEMIS may be sold by County without permission

of the hospitals.

C. Seventy-five percent (75%) of the proceeds of the sale

of any TEMIS Trauma Center information shall be

distributed to the participating hospitals in equal

amounts. Said distribution shall be effected by

reducing the annual fee by an amount equal to

Contractor’s share of the sale of proceeds from the

previous year.



ATTACHMENT D-1

TRAUMA CENTER SERVICE AGREEMENT

TRAUMA and EMERGENCY MEDICINE INFORMATION SYSTEM (TEMIS)
HOSPITAL HARDWARE AND SOFTWARE

Description Total Quantity

Hewlett-Packard MXL50 1

10/00 Ethernet 1

NEC DVD R/W ND-3500AG 1

Maxtor 6E040L0 30GB 1

512MB RAM 1

Phillips 190S 19” LCD Monitor 1

96MB Video 1

Keyboard 1

Mouse 1

HP LaserJet 2100 1

Windows XP Professional OS 1

Microsoft Office XP Professional 1

PC Anywhere 10.5 1

Symantec Antivirus Corporate v8.1 1

LA Trauma v4.1 1



TRAUMA PATIENT SUMMARY FORM (TPS) – PAGE 1 ATTACHMENT D-2
LAST
NAME

FIRST
NAME

INIT. ARRIVAL
DATE / /

SEX: M F
RACE/ETHNICITY:  Asian  Black  Hispanic  White  Other
 Filipino  Pacific Islander (oth)/Hawaiian  Native American  Unknown

SEQ #

MR #

G
EN

ER
A

L
IN

FO

D.O.B.

/ /

AGE:

YR MO
DAY HR
ESTIMATE

ENTRY MODE EMS:  Ground  Air EMS Form avail?  Y  N
NON-EMS:  Vehicle / Walk-in  Police  Other________________
TRANSFERRED:  ED to ED  Direct Admit FROM: ___I___I___ OTH #

INJURY DATE / / INJURY DESCRIPTION I I I I  Blunt PRIMARY E-CODE:

INJURY TIME ___:___ MECHANISM OF INJURY I I I I  Penetrating OTHER E/V-CODES:

PROVIDER
RA/ SQUAD LOCATION E-CODE:

DISPATCH DATE / /

PROTECTIVE DEVICES  None
 Helmet  Protective clothing
 Non-clothing gear  Eye protection
 Personal Flotation Device
 Other:

Airbag deployed?  N  Y(Front)

 Side  Other (curtain, knee, etc.)

 Shoulder belt  Lap belt
 Infant seat  Child car seat
 Booster seat

INJ. ZIP CODE:
 UNK (must complete Address fields)

PR
EH

O
SP

IT
A

L
/W

A
LK

-IN
S

DISPATCH TIME
1ST ON SCENE
TRANSPORT ARR.
TRANSPORT LEFT

___:___

___:___

___:___

___:___

1st FIELD GCS: EYE___ MOTOR___ VERBAL___ TOTAL ____

1st FIELD VS: BP_____/_____ HR____ RR____ O2 SAT____%

FIELD
INTUB?

Y N

WORK RELATED? N Y:

OCCUPATION:

INDUSTRY :

ED NOTIFIED? N Y1st ED VS: TIME ___:___ GCS: E___ M___V___ TOTAL ______

TEMP:_____ F C @ ___:___ Sedated Eye obstruction Intubated

BP_____ /_____ HR____ RR___ ASST? Y N O2 Sat ___% on O2? Y N

TPS RATIONALE:  Admission  Transferred to TRAUMA service
 Died  Prehosp decision  NON-EMS Criteria/Guidelines  DHS=No

ARRIVAL TIME
EXIT ED DATE
EXIT ED TIME
ACTIVATION?

TIME:

LEVEL:

___:___

/ /

___:___

Y N
___:___

ADMITTING
MD:

ADMITTING
SERVICE:

MD SERVICE MD CODE REQ TIME STAT? ARR TIME

EMERGENCY PHYS. : Y N :

TRAUMA SURGEON : Y N :

TRAUMA RESIDENT : Y N :

NEUROSURGEON : Y N :

ORTHOPEDIST : Y N :

ANESTHESIOLOGIST : Y N :

: Y N :

EM
ER

G
EN

C
Y

D
EP

A
R

TM
EN

T

: Y N :

X-RAYS: CT: LABS:BODY
REGION ICD-9 DATE TIME Nml/

Abn ICD-9 DATE TIME Nml/
Abn TIME GRP/PANEL Result/Tested?

HEAD 87.17 / : N A 87.03 / : N A : HGB / HCT Nml Abn

NECK 87.22 / : N A 88.38 / : N A : TOX (BLOOD) T NT F NF

MET CRITERIA? N Y:

 GSW trunk  Btwn Midclv
 PH  PN  Low BP
 SCI  PSI  BH,GCS<15
 Flail Chest  Fall >15’
 Diffuse Abd Tenderness
 Neuro Comp  PT Arrest

GUIDELINES MET:
 Pedestrian/Bike vs auto
 Ejected  Extricated
 Med Hx  Very old/young
 Survivor Fatal Accident
 Prehosp JUDGMENT only

ED FLUID TOTALS:
IV FLUIDS _______ml
BLOOD PROD. _______ml
AUTOTRANS. _______ml
NEXT PHASE AFTER ED:
 <24hr Obs.  OR  ICU
 Ward  Telemetry/Step.
 Peds Ward  Peds ICU
 Posthospital (complete TPS 2 info)

DEATH IN ED:
 DOA (minimum/no resusc.)
 Died (<15min ED resusc.)
 Died in ED (other)

CHEST 87.44 / : N A 87.41 / : N A : TOX (URINE) T NT F NF

ABD 88.19 / : N A 88.01 / : N A : ETOH T NT F NF

PELVIS 88.19 / : N A 88.38 / : N A :

F.A.S.T 88.79 / : N A / : :

R
A

D
IO

LO
G

Y
/L

A
B

Comments /
Results:

HOSPITAL BLOOD TOTALS:
(INCLUDE ED TOTALS)

BLOOD PROD. _________ml
AUTOTRANS. _________ml
TOTAL PROD. _________ml
DRUGS OF ABUSE:
 Amphetamine  Cocaine
 Barbiturates  Opiates
 PCP  Cannabinoids
 Other:

ENTER ALL THAT APPLY DURING HOSPITAL STAY
PHASE
BEGUN

START
DATE

START
TIME

END
TIME PROCEDURE PHASE

BEGUN
START
DATE

START
TIME

END
TIME PROCEDURE

/ : :  ETT 96.04  CRIC 31.1 / : :  CENTRAL LINE 38.93

/ : :  (L) CHEST TUBE 34.04 / : :  ICP 01.18

/ : :  (R) CHEST TUBE 34.04 / : :

/ : :  THORACOTOMY 34.02 / : :PR
O

C
ED

U
R

ES

/ : :  DPA / DPL 54.25 / : :  VENTILATOR 96.7_ END DATE:

/ /

TOTAL VENTILATOR DAYS:
(MUST INCLUDE ALL EPISODES)



TRAUMA PATIENT SUMMARY FORM (TPS) – PAGE 2 ATTACHMENT D-2
NAME ARRIVAL DATE:

/ /
MR# SEQ# OTH#

DATE CUT TIME END TIME OPERATION PROC. ICD-9 SURG
TYPE MD CODE

/ : :

/ : :

/ : :

/ : :

/ : :

/ : :

/ : :

/ : :

/ : :

/ : :

O
PE

R
A

TI
O

N
S

/P
R

O
C

ED
U

R
ES

/ : :

ARRIVAL EXIT DATE SERVICE MD CODE
/ / /

/ / /

/ / /

IC
U

/ /

C
O

N
SU

LT
S

/

PHASE AFTER OR:
1

ST
VISIT___________

2
ND

VISIT __________
3

RD
VISIT __________

4
TH

VISIT __________
5

TH
VISIT

D/C DATE /
TRANSFER’D / D/C TO  Home w/o services  Home w/Home Health  Morgue  Acute Care Facility
 SNF  Subacute Care  Rehab  Hospice  AMA/Eloped/LWBS  Jail  Other:

D/C TIME :
RATIONALE  Health Plan  Financial  Higher Level / Specialized Care
 Rehab  Extended Care  In Custody  Other:

FACILITY:

PRIOR
PHASE

D/C CAPACITY  Pre-Injury Capacity (D/C’d from ED with minimum or no injuries)
 Temporary Handicap (Admitted for injuries)  Permanent Handicap, >1yr limitations (excludes splenectomy)

 LIVED  DIED: ORGAN DONOR? Y N AUTOPSY UPDATE? Y N CORONER #  N/A

DISCHARGE DIAGNOSES ICD-9 AIS BODY
REG DISCHARGE DIAGNOSES ICD-9 AIS BODY

REG

HAND-CALCULATED
ISS:

1) HEAD/NECK 2) FACE 3) CHEST 4) ABD/PELVIS 5) EXTREMITIES 6) EXTERNAL TOTAL:

NTDS CO-MORBID CONDITIONS  No NTDS co-morbidities  Alcoholism  Angina within 30 days  Ascites within 30 days
 Bleeding disorder  Chemo within 30 days  CHF  Congenital Anomalies  Current smoker  CVA/Residual Neuro Deficit
 Diabetes  Dialysis (needs/is on)  Disseminated Cancer  DNR status  Esophageal varices  Functional Dependent Hlth Status
 HTN req’g meds  Impaired sensorium  MI within 6 months  Obesity  Prematurity  Respiratory Disease  Steroid use
 Revascularization/Amputation for PVD  Other:

PO
ST

H
O

SP
IT

A
L

NTDS COMPLICATIONS  No NTDS comp.  Abd Compart Synd  AMI  Abd fascia left open  Acute renal failure  ARDS
 Anastomotic leak  Base Deficit  Bleeding  Coagulopathy  Coma  CPR  CVA  Decub ulcer  Drug/ETOH withdrawal
 DVT/thrombophleb.  Extremity Compartment Syndrome  Graft/prosthesis/flap failure  ICP elevation  Jaundice/hepatic failure
 Panc fistula  PE  Pneumonia  Surg site infection (superficial)  Surg site infection (deep)  Surg site infection (organ/space)
 Sepsis  Unanticipated intubation  Unplanned readmit  Wound disruption  Wound infection  Other:

Medicaid:
 Medi-Cal
 Medi-Cal pending
 Medicare

FI
N

A
N

C
ES

Pvt/Commercial Insurance:
 Blue Cross/Blue Shield
 HMO  Medi-Cal HMO
 Auto Insurance
 Worker’s Comp.
 Organ Donor Subsidy
 Other private carrier:

Government:
 CCS (California Children’s Services)
 CHIP eligible
 CHP (Comm. Hlth Plan)/Healthy Fam.
 Custody Funds
 Military Insurance
 VOC (Victims of Crime)
 Other Government:

Self:
 Cash
 ATP w/liability
 Pre-pay

Not billed:
 Charity
 ATP w/o liability

TOTAL CHARGES:
$





ATTACHMENT D-3

TRAUMA CENTER SERVICE AGREEMENT

HOSPITAL EMPLOYEE
ACKNOWLEDGMENT AND CONFIDENTIALITY AGREEMENT

REGARDING BASE/TRAUMA HOSPITAL DATA COLLECTION OBLIGATION

HOSPITAL:

I hereby agree that I will not divulge to any unauthorized person
any data or information obtained while performing work associated
with my employer's base/trauma hospital data obligations. I
agree to forward all requests of the release of any data or
information received by me to my employer's Trauma and Emergency
Medicine Information System (TEMIS) supervisor.

I agree to keep all hospital, patient, and/or agency identifiable
TEMIS data confidential and (unless authorized by the patient or
the appropriate agency/hospital CEO) to protect these
confidential materials against disclosure to other than my
employer or County authorized employees who have a need to know
the information.

I agree that all TEMIS software application modules, and all
modifications, enhancements, and revisions thereof and thereto,
and all materials, documents, software programs and
documentation, written training documentation, aids, and other
items provided to hospital by County for the purposes of the
TEMIS data collection shall be considered confidential. As such,
I will refrain from reproducing, distributing, or disclosing any
such confidential County products except as necessary to perform
the Hospital's base/trauma hospital data collection obligation.

I agree to report to my immediate supervisor any and all
violations of this agreement by myself and/or by any other person
of which I become aware. I agree to return all confidential
materials to my immediate supervisor upon completion of my
employer's data collection obligation or termination of my
employment with my employer, whichever occurs first.

I acknowledge that violation of this agreement may subject me to
civil and/or criminal action and that the County of Los Angeles
may seek all possible legal redress.

NAME: DATE:
(Signature)

POSITION:



TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT E

EMERGENCY MEDICAL SERVICES COMMISSION (EMSC)
DATA ADVISORY COMMITTEE MEMBERSHIP & BY-LAWS

This committee is responsible for all matters regarding quality
of prehospital data, report generation, prehospital research, and
policy development impacting the Trauma & Emergency Medicine
Information System (TEMIS).

 Committee to be Chaired by an EMSC Commissioner.

 Two or more EMSC Commissioners appointed to the Committee.

 A base hospital administrator or assistant administrator, or
a non administrator duly authorized to represent a base
hospital administrator/assistant administrator, selection
facilitated by Healthcare Association of Southern
California.

 A trauma center administrator or assistant administrator, or
a non administrator duly authorized to represent a trauma
center administrator/assistant administrator, selection
facilitated by Healthcare Association of Southern
California.

 A 9-1-1 receiving hospital (non-base/non-trauma)
representative, selection facilitated by Healthcare
Association of Southern California.

 A public sector paramedic provider representative selected
by the Provider Agency Advisory Committee.

 A public sector paramedic provider representative from the
Los Angeles County Fire Department.

 A public sector paramedic provider representative from the
Los Angeles City Fire Department.

 A private sector paramedic provider representative,
selection facilitated by the Ambulance Advisory Board.
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 A prehospital care coordinator selected by the Base Hospital
Advisory Committee.

 A trauma program manager and one physician selected by the
Trauma Hospital Advisory Committee.

 A base hospital medical director selected by the Medical
Council.

 A trauma center program director, selection facilitated by
the Trauma Committee of the Southern California Chapter of
the American College of Surgeons.

 A fire chief, selection facilitated by the Los Angeles
County Chapter of the California Fire Chief's Association.



TRAUMA CENTER SERVICE AGREEMENT

EXHIBIT F

PARAMEDIC BASE HOSPITAL REQUIREMENTS

This Agreement is authorized by Health and Safety Code

Sections 1797.58 and 1798.100 and Title 22 California Code of

Regulations, Section 100168. Pursuant to the authority granted

under the Emergency Medical Services and Prehospital Emergency

Medical Care Personnel Act ("Act") (Health and Safety Code,

Sections 1797, et seq.), County maintains an Advanced Life

Support ("ALS") system providing services utilizing Emergency

Medical Technicians-Paramedics (hereafter "paramedics") for the

delivery of emergency medical care to the sick and injured at

the scene of an emergency, during transport to a general acute

care hospital, during interfacility transfer, while in the

emergency department of a general hospital, until care

responsibility is assumed by the regular staff of that hospital,

and during training within the facilities of a participating

general acute care hospital.

1. BASIS AND PURPOSE: The basis of this Agreement is the

desire and intention of the parties to cooperate in the

operation of each party's component of the paramedic

delivery system, consistent with each party's other health

services activities and fiscal requirements and the duties
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and responsibilities of the County. Its purposes are to

establish, in a manner reflective of that cooperative

basis, the specific duties and responsibilities of the

parties with respect to the matters addressed herein and to

provide mechanisms and procedures for the following:

A. resolution of disputes; and

B. communications regarding the operation of the system,

and;

C. consideration of future development of the system in

response to change in circumstances; and

D. interaction with other system participants; and

E. quality improvement.

2. SPECIFIC RESPONSIBILITIES OF COUNTY'S DEPARTMENT OF HEALTH

SERVICES (COUNTY'S LOCAL EMERGENCY MEDICAL SERVICES (EMS)

AGENCY): County has designated its Department of Health

Services as the local Emergency Medical Services Agency

(hereafter "Department", "local EMS Agency", "Agency" or

"DHS").

A. The local EMS Agency approves and designates selected

paramedic base hospital(s) as the Agency deems

necessary to provide immediate medical direction and

supervision of paramedics within Los Angeles County in
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accordance with policies and procedures established by

the Agency and State EMS Authority.

B. Policies and Procedures: County shall:

(1) Coordinate the countywide aspects of the ALS

system and maintain and operate County components

of the PCS.

(2) Establish policies and procedures consistent with

State and County laws, regulations, and standards

to assure medical control of ALS personnel.

(3) Review and revise policies every three years or

as needed.

(4) Distribute to Contractor within sixty (60)

calendar days of the execution of this Agreement

a complete manual containing all protocols and

policies which Agency currently considers to be

applicable to participants in the ALS system.

(5) Establish policies and procedures that ensure a

mechanism exists for replacing medical supplies

and equipment used by advanced life support

personnel during treatment of patients. Such

policies and procedures shall not require

Contractor to provide or replace such medical
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supplies and equipment.

(6) Establish policies and procedures that ensure a

mechanism exists for replacing controlled drugs

and narcotics used by advanced life support

personnel during treatment of patients. Such

policies and procedures shall not require

Contractor to provide or replace such medical

supplies and equipment.

C. Interim System Re-Configuration: DHS may, on an

interim basis, restructure the prehospital care system

as it deems necessary, including reassignment of ALS

Units to or from Contractor as the primary directing

base hospital, in those instances when a designated

base hospital gives notice that it is withdrawing from

the system or when a designated base hospital is

suspended or terminated from the prehospital care

system. In the event that an interim restructuring

occurs, Contractor, if affected by the restructuring,

shall be given the immediate opportunity to provide

written and oral statements to Director regarding the

restructuring to the local EMS Agency and shall be

provided with the "due process" procedures specified
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in Paragraph 16, Due Process, of Exhibit I. Nothing

herein, however, is intended to prevent implementation

by Director on an emergency basis of such changes as

he/she may find measurably necessary to preserve the

integrity of the prehospital care system and to

protect the health and safety of County residents.

D. System configuration: Director shall notify

Contractor of proposals for substantial operational or

structural changes in the components of the ALS system

or in the overall operation or configuration of such

system. This shall include, but not be limited to,

increasing or decreasing the number of base hospitals

in the event that a restructuring of the prehospital

care system is deemed necessary. In the event the

number of base hospitals is increased or decreased,

written notice shall be given to Contractor at least

thirty (30) calendar days prior to the effective date

of any resulting substantial operational or structural

changes to the local EMS Agency. If the need for

Contractor to serve as a base hospital can no longer

be substantiated, or if Contractor is adversely

affected by the addition of a new base hospital,
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Contractor, upon request, shall be provided with "due

process" as specified in Paragraph 16, Due Process, of

Exhibit I.

E. Data Management: DHS, after consultation with and

advice from the Emergency Medical Services Commission

("EMSC") Data Advisory Committee, as defined by the

EMS Commission bylaws, if duly constituted, shall

continue maintenance of a comprehensive base hospital

data collection system. The DHS base hospital data

collection system includes:

(1) A base hospital data collection procedure manual.

(2) A minimum of sixteen (16) hours Trauma and

Emergency Medicine Information System ("TEMIS")

basic software training up to twenty-four (24)

hours of intermediate/advanced training for all

necessary persons identified by Contractor, to

enable Contractor personnel to perform data

entry, database maintenance, and basic report

generation functions.

(3) A nonexclusive, nontransferable license to

Contractor to use TEMIS software and

documentation and any software updates for as
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long as County maintains its software license

contract with Lancet Technology, Inc., or until

Agreement is terminated as set forth herein.

Such license also includes the right of

Contractor to copy TEMIS software, data, and

documentation for back-up or archive purposes,

but such license further gives Contractor no

right to sell, lease, sublease, donate, assign,

distribute, or otherwise transfer any right in

TEMIS software, data, or documentation to any

other person or entity.

(4) DHS will maintain said equipment in fully

functioning order until Agreement is terminated

or County replaces the equipment. In the event

that Agreement is terminated for any reason, DHS

shall promptly remove all TEMIS hardware and

software and Contractor shall return to County

all TEMIS data and documentation (and all copies

thereof made by Contractor hereunder) provided by

County to Contractor.

(5) DHS, on behalf of County, in the event of a

failure, breakdown of the equipment, or errors in
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software, shall use reasonable efforts to

promptly rectify the software, repair the

failure, or replace the defective component.

Whenever possible, DHS shall correct a problem in

twenty-four (24) hours or less (excluding

Saturday, Sunday, and Holidays). County shall

have no such obligation if the problem(s) is

(are) a direct or indirect result of hardware or

software modifications, or both, made without the

prior written approval from Director.

(6) The foregoing are the only warranties of any

kind, either expressed or implied, that are made

by County, and County disclaims all other

warranties including, but not limited to, the

implied warranties of fitness for a particular

purpose. In no event shall County be liable for

any direct, indirect, incidental, or

consequential damages of any nature whatsoever

(including, without limitation, damages for loss

of business profits, business interruption, loss

of information, and the like), arising out of the

use or inability to use the software or hardware,
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even if County has been advised of the

possibility of such damages.

(7) County does not warrant that operation of the

hardware or software will be uninterrupted or

error-free or that all errors will be corrected.

(8) County does not assume and shall have no

liability under this Agreement for failure to

repair or replace defective equipment, software,

or the corresponding data due directly or

indirectly to causes beyond the control of, and

without the fault or negligence of County,

including, but not limited to, acts of God, acts

of public enemy, acts of the United States, any

state, or other political subdivision, fires,

floods, epidemics, quarantine, restrictions,

strikes, freight embargoes, or similar or other

conditions beyond the control of County.

F. Prehospital Care Liaison: Director shall designate

one or more individuals within the local EMS Agency

with the primary responsibilities of reviewing,

monitoring, communicating and coordinating matters

affecting the ALS delivery system under the
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jurisdiction of the local EMS Agency. Designated

individuals shall periodically attend Contractor's

continuing education programs, field care audits, and

meetings related to the ALS system and shall perform

contract compliance reviews as specified in this

Agreement.

G. Assignment of Advanced Life Support Units: After

consultation with Contractor and provider

organizations, Director shall assign designated ALS

units to operate under Contractor's primary control as

base hospital. These assignments may be changed from

time to time by Director after consultation with

Contractor. Director shall take into consideration

the number of base hospital contacts handled by each

base hospital within a Base Hospital Region, the

receiving hospital for the majority of patients

handled by the ALS Unit being assigned, whether the

ALS Unit being assigned is primarily a 9-1-1 response

unit or private interfacility transport unit, and the

provider agency's desire to affiliate with a

particular base hospital.

H. Paramedic Communication System Management: The
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Director shall:

(1) Designate one individual within DHS as the PCS

manager to provide administration and direction

of the PCS.

(2) Utilize County's Internal Services Department

("ISD") for ongoing design, installation,

maintenance, and technical consultation.

(3) Assign Hospital frequencies and private line

("PL") tones in consultation with ISD.

(4) Notify Contractor of any proposals for

operational or structural changes in the

components of the PCS. No substantial

operational or structural change in the

components of the PCS will be made without prior

notification of Contractor, and until Contractor,

if it wishes, has appropriately exhausted

administrative due process remedies under this

Agreement.

(5) Promulgate PCS communications operations

procedures and maintenance standards in

cooperation with ISD prior to the execution of

this Agreement. Any changes made during the term
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of this Agreement shall be reviewed and approved

by the Communications Management Committee,

described in Attachment "F-1", attached hereto

and incorporated herein by reference.

(6) Notify the Hospital Association of Southern

California ("HASC") of any proposals for changes

in policies and procedures.

3. RESPONSIBILITIES OF INTERNAL SERVICES DEPARTMENT:

A. Assume ongoing responsibility for the design,

development, timely implementation, and technical

integrity of the PCS. To the extent feasible, ISD

shall consult with the DHS PCS Manager and solicit

input in the areas of design development,

implementation, and technical integrity of the PCS.

B. Maintain and repair County-owned equipment.

C. Prepare PCS communications operating procedures and

maintenance standards in cooperation with the local

EMS Agency.

4. RESPONSIBILITIES OF HOSPITAL:

A. General Requirements:

(1) Be licensed by the State Department of Health

Services ("SDHS") as a general acute care
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hospital.

(2) Be accredited by the Joint Commission on

Accreditation of Healthcare Organizations

("JCAHO").

(3) Have a special permit for Basic or Comprehensive

Emergency Medical Service pursuant to the

provisions of Title 22, Division 5, California

Code of Regulations.

(4) Unless exempted in writing by the Medical

Director of the local EMS Agency, meet or exceed

standards for Emergency Departments Approved for

Pediatrics ("EDAP").

(5) Satisfy the requirements of Title 22, California

Code of Regulations, Section 100168.

(6) Participate in the ReddiNet® communication system.

B. Standards and Protocols: Contractor shall implement

and monitor the policies and procedures of the local

EMS Agency for medical direction of prehospital care

advanced life support personnel.

C. Data Collection:

(1) Contractor shall complete and submit a Base

Hospital Form for every base hospital paramedic
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contact involving a patient to Director, the

completion and submission of which shall be

according to DHS procedure and formats previously

provided to Contractor. One form shall be

completed for every ALS patient involved in an

incident. A sample of the DHS approved Base

Hospital Form, Attachment "F-2", is attached

hereto and incorporated herein by reference.

Contractor shall submit the Base Hospital Form

within thirty-five (35) calendar days of its

completion. Upon approval of Director,

Contractor may discontinue transmittal of a "hard

copy" of the form when Director determines that

the computer data base hospital form information

which is transmitted to Agency is of high quality

and timely, and reflects all documentation.

(2) Receiving Hospital Outcome Data: Contractor

shall complete emergency department outcome data

for all patients where Contractor provided base

hospital medical direction to prehospital care

personnel and patients were delivered to its

emergency department via the County's prehospital
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care system. Contractor personnel shall enter

the information as defined in Receiving Hospital

Outcome Data, Attachment "F-3", attached hereto

and incorporated herein by reference, onto the

Base Hospital Form and into the County's

automated data collection system (TEMIS).

(3) In the event the County determines that existing

forms, logs, and documents should be modified or

that additional data needs to be collected from

Contractor, said modification or request for

additional data must first be reviewed by the

EMSC Data Advisory Committee. County shall

estimate the cost impact on Contractor of the

proposed modification or request for additional

data, and, if a dispute concerning same arises,

the matter may be submitted to the EMSC for

arbitration in accordance with County Code

Section 3.20.070.

(4) Contractor shall submit required data under

County's automated data collection system to

Agency via Agency defined media within thirty

(30) calendar days following an "incident"
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according to procedures identified in Agency

"TEMIS Users Manual", incorporated herein by

reference. A copy of the TEMIS Users Manual has

previously been provided to Contractor. Data

format must meet specifications defined by

Agency. Should County remove all or any portion

of TEMIS software required to submit Contractor's

data to County via County defined media, or fail

to correct any software errors that prevent

Contractor from being able to perform data entry,

Contractor's obligation to submit data

electronically shall cease, until County has

reinstalled the necessary software or corrected

the software errors.

(5) Contractor shall utilize TEMIS application

programs and County-owned equipment provided

Contractor in TEMIS Hospital Hardware and

Software Specifications, Attachment "F-4",

attached hereto and incorporated herein by

reference. Contractor shall in no way modify the

structure or function of the hardware or software

without the prior written approval of Director.
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The hardware and software configuration provided

shall be used exclusively for the purposes

intended herein. Usage for any other purpose or

for running any other programs or software shall

be done only with the express written consent of

Director. Contractor shall at all times provide

County representative(s) designated by Director

with reasonable access to Contractor premises to

allow installation/maintenance/removal of

County-owned property.

(6) If it is reasonably determined by Director that

any Contractor repair or replacement of

equipment, or repair or recovery of software or

data, to the extent deemed feasible by Director,

was necessary due to theft or due to Contractor's

negligence, Contractor shall reimburse County for

the repair, replacement, or recovery cost at a

maximum labor rate of One Hundred Dollars ($100)

per hour, plus the actual cost of parts and

materials. Contractor shall provide all supplies

necessary for the ongoing use of the County-owned

equipment (e.g., printer cartridges, printer
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paper, compact discs, DVDs or flash drives,

etc.).

(7) Contractor shall seek telephone assistance from

Director, whenever TEMIS operation failure

occurs, to obtain County TEMIS maintenance

services as described herein.

(8) Contractor shall assign qualified back-up

personnel to operate TEMIS, as reasonably

appropriate for Contractor to meet Contractor's

data collection responsibilities described

herein. Furthermore, Contractor shall permit

adequate time for complete training of such

personnel. Arrangements for training of new or

replacement Contractor personnel shall be the

primary responsibility of Contractor.

(9) All software application modules, all

modifications, enhancements, and revisions

thereto, and all materials, documents, software

programs and documentation, written training

documentation and aids, and other items provided

by County or its agents, are "proprietary" or

"confidential". Contractor shall use reasonable
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means to ensure that these confidential data

system products are safeguarded and held in

confidence. Such means shall include, but not be

limited to: requiring each Contractor employee or

agent given access thereto to enter into a

written agreement in the same form identified as

Attachment "F-5", Hospital Employee

Acknowledgment and Confidentiality Agreement,

attached hereto and incorporated herein by

reference; disclosing confidential County data

system products only to employees with a need to

know of such confidential County data system

products in order for Contractor to exercise its

rights and perform its obligation as a base

hospital; and refraining from reproducing,

adapting, modifying, disassembling, decompiling,

reverse engineering, distributing, or disclosing

any confidential County data system products

except as expressly permitted hereunder. Copies

of software, application modules, and data may be

made for the sole purpose of backup only.

(10) Contractor shall indemnify, hold harmless, and
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defend County from and against any and all

liability, damages, costs, and expenses,

including, but not limited to, defense costs and

attorneys' fees, for or by reason of any actual

or alleged infringement of any United States

patent, copyright, or any actual or alleged trade

secret disclosure, arising from or related to the

misuse of the software license by Contractor or

Contractor personnel.

(11) Contractor shall safeguard and protect the

equipment to ensure full operation. No other

application software programs shall be operated

on County-owned equipment supplied to Contractor,

unless specifically approved in writing by

Director.

(12) Nothing in this Agreement shall prohibit

Contractor from seeking reimbursement,

contributions, or other payment from

municipalities, paramedic provider agencies, or

receiving hospitals to defray Contractor costs

associated with providing ALS services, including

data collection. Nothing herein, however,
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requires reimbursement or other payment from

municipalities, paramedic provider agencies, or

receiving hospitals to defray such costs.

D. Availability of Records: Contractor shall submit

copies of all records, audio recordings, and logs

pertaining to prehospital care of patients and

personnel involved in the prehospital care system at

the request of representatives of Agency. Records

obtained from Contractor may be used for, but are not

limited to, audit, investigation, or statistical

analysis. Representatives of the local EMS Agency

shall comply with all applicable State and federal

laws relating to confidentiality and shall maintain

the confidentiality of all records, audio recordings

and logs submitted in compliance with this

subparagraph in accordance with the customary

standards and practices of government third-party

payers.

E. Advanced Life Support Program Monitoring:

Contractor extends to Director and to authorized

representatives of the State, the right to review and

monitor Contractor's programs and procedures with
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respect to this Agreement, and to inspect its

facilities for contractual compliance with State and

local EMS Agency policies and regulations.

Inspections by DHS staff shall be conducted during

County's normal business hours and only after Director

has given Contractor at least three (3) working days

prior written notice thereof. In computing the three

(3) working days, a Saturday, Sunday, or legal holiday

shall not be included. Entry and exit conferences

shall be held with Contractor's Administrator or his

or her designee. Said notice need not be given where

Director determines that the health and welfare of

patients may be jeopardized by waiting the three (3)

day period.

F. Audit/Compliance Review: Contractor shall permit

audits and reviews of prehospital care records by

representatives of Agency upon request to assure

compliance with State and local EMS agency policies

and regulations. Contractor shall be given no less

than thirty (30) calendar days notice in advance of

said review. Contractor's director of utilization

review and director of medical records shall be
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permitted to participate in the review and Contractor

and its staff shall fully cooperate with County

representatives. In the conduct of such audit and

review, Contractor shall allow such representatives

access to all reports, audio recordings, medical

records, and other reports pertaining to this

Agreement, and shall allow photocopies to be made of

these documents, utilizing Contractor's photocopier.

Records of Contractor or its medical review

committees having responsibility for evaluation and

improvement of the quality of care rendered in a

hospital, and which are protected by Evidence Code

Section 1157, are not subject to review.

An exit conference shall be held following the

performance of such an on-site compliance review by

Director and results of the compliance review shall be

discussed with Contractor's Administrator or his or

her authorized designee prior to the generation of any

final written report or action by Director or other

DHS representatives based on such review. The exit

conference shall be held on site prior to the

departure of the reviewers and Contractor shall be
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provided with an oral or written list of preliminary

findings at the exit conference. If a written report

of the audit or compliance review is prepared,

Contractor shall be provided with a copy thereof prior

to its public release or referral of the report to any

other public agency. Contractor shall permit periodic

unscheduled site visits by Agency representatives for

monitoring ED diversion status, continuing education

programs and prehospital care meetings.

G. Record Retention:

(1) Contractor shall retain the receiving hospital

copy of the EMS Report Form for a minimum of

seven (7) years and include such reports with

patient charts for patients brought to Contractor

as part of the ALS system. Such records, if for

a minor, shall be retained for a minimum of seven

(7) years, or, if for a minor, one (1) year past

the age of majority, whichever is greater.

(2) Contractor shall retain all audio recordings (not

transcriptions), logs, and base hospital forms

for a minimum of seven (7) years. If such

records are for a minor, they shall be retained
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for a minimum of seven (7) years, or one (1) year

past the age of majority, whichever is greater.

(3) Contractor shall retain all records related to

suspected or pending litigation until completion

and resolution of all issues arising therefrom.

H. Communication between Base Hospital and Receiving

Hospital:

(1) Contractor shall communicate all appropriate ALS

patient management information to the receiving

hospital to which a patient is directed as result

of a radio or telephone communications response.

Such notification shall be by commercial

telephone or ReddiNet® and conveyed by a physician

or MICN familiar with the treatment given, as

soon as the patient destination is determined, or

as soon as is practically possible.

(2) Contractor shall assist newly approved Standing

Field Treatment Protocol (SFTP) paramedic

providers to utilize SFTPs in determining patient

destination and in notifying the receiving

hospital, for up to two (2) years after SFTP

implementation or until such time paramedic
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providers are capable of so notifying the

receiving hospital, whichever is less.

I. Reimbursement for Advanced Life Support Direction:

(1) Nothing in this Agreement shall prohibit

Contractor from seeking reimbursement,

contributions or other payments from

municipalities, paramedic provider agencies, or

receiving hospitals to defray costs associated

with providing ALS services, including supply and

resupply of ALS unit. Except as expressly noted,

nothing herein, however, requires reimbursement

or other payment from municipalities, paramedic

provider agencies, or receiving hospitals to

defray such Contractor costs.

J. Base Hospital Assignment of Advanced Life Support

Units: Except as otherwise may be noted herein, the

number of ALS units assigned to Contractor on a

primary basis shall be based upon the number of base

hospital contacts handled by each base hospital within

a geographic area; the receiving hospital for the

majority of patients handled by the ALS units being

assigned; whether a base hospital within the
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geographic area can reasonably accept an/any

additional unit/s; whether the ALS Unit being assigned

is primarily a 9-1-1 response unit or private

interfacility transport unit; and the provider

agency's desire to affiliate with a particular base

hospital. Subject to Paragraph 16, Due Process,

nothing herein, however, shall be deemed to restrict

Director and County's Board of Supervisors in the

exercise of their authority under applicable laws and

regulations to designate additional base hospitals

within the geographic area served by Contractor

hereunder.

K. Continuing Education:

(1) Contractor shall provide formal education

programs (including lectures/seminars, field care

audits, and supervised clinical experience) for

licensed paramedics, paramedic interns, and

Certified Mobile Intensive Care Nurses (MICNs) in

accordance with policies established in the

Prehospital Care Policy Manual by Director.

County requirements for such programs shall be an

accumulative average of (4) hours of education
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per month, of which an average of two (2) hours

per month are field care audits. Contractor

shall also ensure a mechanism for providing and

evaluating clinical experience each month as

needed. These formal education programs,

including the number of required hours, may be

done in collaboration with education provided

directly by the assigned provider agency or other

base hospitals.

(2) Contractor shall facilitate scheduling required

field experience for MICN certification.

(3) In addition, Contractor shall provide special and

mandatory training programs deemed necessary in

writing by Director. A minimum of three (3)

mandatory classes shall be given and scheduled so

as to provide continuing education of the

majority of the ALS units assigned to Contractor.

(4) Contractor shall provide supervised clinical

experience for paramedic interns in accordance

with State and Agency policies and procedures,

upon request of a Los Angeles County approved

training school that has a signed Clinical
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Agreement with Contractor.

(5) Contractor shall coordinate a prehospital

orientation program for new base hospital

physicians and nursing staff to the prehospital

program. To the extent Contractor is required to

provide mandatory formal education programs over

and above those set forth in subparagraphs (1)

and (2) immediately above, Contractor may seek

reimbursement, contributions, or other payment to

defray its costs from municipalities, paramedic

provider agencies, or receiving hospitals.

However, nothing herein shall be deemed to

require any such reimbursement, contribution, or

payment.

L. Hospital Minutes/Attendance Rosters: Contractor shall

routinely record minutes of all base hospital

meetings, and maintain attendance records of all such

meetings, and continuing education classes.

Contractor shall forward copies of base hospital

meeting minutes to the Agency's Prehospital Care

section on a regular basis, but no less than

quarterly. Contractor shall forward the following to
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Agency:

(1) Copies of base hospital meeting minutes to the

Prehospital Care Program Office.

(2) Monthly continuing education schedules to the

Office of Program Approvals.

(3) Yearly summaries of classes including the date,

course title, category, and number of continuing

education hours to the Office of Program

Approvals by January 31 of the following year.

(4) Los Angeles County mandated course rosters to the

Office of Prehospital Certification no later than

fifteen (15) calendar days, after the class

concludes, but not to exceed established deadline

of course.

M. Base Hospital Medical Director: Contractor shall

designate an emergency physician to direct and

coordinate the medical aspects of field care and

related activities of medical and emergency medical

services personnel assigned to Contractor, and to

ensure compliance with policies, procedures, and

protocols established by the Agency. This physician,

who shall have the title of "Base Hospital Medical
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Director", shall:

(1) Be board certified in Emergency Medicine.

(2) Be engaged at hospital in the field of emergency

medicine as a full-time emergency physician, as

defined by spending an average of at least

ninety-six (96) hours per month in the practice

of emergency medicine, and have experience and

knowledge of base hospital radio operations and

local EMS Agency policies and procedures. The

number of prescribed hours may include

administrative and or educational hours spent in

meeting Base Hospital Medical Director

responsibilities.

(3) Comply with the provisions set forth in the

Prehospital Care Policy Manual.

(4) Satisfactorily complete orientation to hospital's

prehospital care program.

(5) Attend a mandatory EMS orientation course as

provided for by the Agency within six (6) months

of assuming Base Hospital Medical Director

responsibilities.

(6) Nothing in this Agreement shall prohibit
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Contractor from seeking reimbursement,

contributions, or other payment from

municipalities, paramedic provider agencies, or

receiving hospitals to defray Contractor's costs

associated with providing ALS services, including

the Base Hospital Medical Director's salary.

However, nothing in this Agreement shall be

deemed to require any such reimbursement,

contribution, or other payment.

N. Base Hospital Physicians: Contractor shall have at

least one (1) full-time emergency department physician

on duty at all times. Such emergency department

physician shall be responsible for prehospital

management of patient care and patient destination.

If a paramedic run is not handled directly by the base

hospital physician, such physician shall be

immediately available for consultation by an MICN

directing a paramedic run. All of Contractor's

emergency department physicians participating in

Contractor's activities as a base hospital shall:

(1) Satisfactorily complete Contractor's base

hospital orientation program. Such a program
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shall include: base hospital protocols, base

hospital treatment guidelines, base hospital

radio operations, and prehospital medicine

approved by the Medical Director of Agency,

within thirty (30) days of assuming base

physician responsibilities.

(2) Be board certified in Emergency Medicine or have

satisfied the requirements to take the emergency

medical board examination, or have completed the

Advanced Cardiac Life Support provider training

program within a reasonable time, not to exceed

ninety (90) calendar days from the date of

assignment to Contractor.

(3) Comply with policies and procedures of the local

EMS Agency.

(4) Be under the direction of the Base Hospital

Medical Director.

O. Mobile Intensive Care Nurses (MICNs): MICNs, when

utilized by the base hospital to assist base hospital

physicians in medical control and supervision of

prehospital care, shall:

(1) Be currently certified as an MICN in Los Angeles
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County.

(2) Be currently certified as an Advanced Cardiac

Life Support provider or instructor.

(3) Comply with policies and procedures of the local

EMS Agency.

(4) Be under the direction of the base hospital

physician on duty.

(5) Be employed by one of the following agencies

approved to employ and utilize MICNs in Los

Angeles County:

a) Base Hospital

b) EMS Agency

c) Paramedic training program

d) Paramedic provider agency

P. Prehospital Care Coordinator ("PCC"): Contractor

shall designate an MICN with experience and knowledge

of base hospital radio operations and local EMS Agency

policies and regulations to serve as the Contractor's

PCC and as a liaison to the local EMS Agency,

paramedic provider agencies, and the local receiving

facilities. Under the direction of, and in

conjunction with the Contractor's Base Hospital
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Medical Director, the PCC shall be a full time

equivalent (FTE) and be dedicated to assisting in the

direction and coordination of the medical aspects of

field care and related activities of medical and

emergency medical services personnel assigned to

Contractor and shall ensure compliance with policies,

procedures, and protocols established by the Agency.

The PCC shall:

(1) Be currently certified as an MICN in Los Angeles

County.

(2) Have experience in, and knowledge of, base

hospital radio operations and Agency policies,

procedures, and protocols.

(3) Be available during normal County business hours

to meet the responsibilities set forth in this

subparagraph.

(4) Comply with the provisions set forth in the

Prehospital Care Policy Manual.

(5) Attend a mandatory EMS orientation course as

provided for by the Agency within six (6) months

of assuming base hospital PCC responsibilities.

(6) Nothing in this Agreement shall prohibit
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Contractor from seeking reimbursement,

contributions, or other payment from

municipalities, paramedic provider agencies, or

receiving hospitals to defray Contractor's costs

associated with providing ALS services, including

the PCC's salary. Nothing, however, in this

Agreement shall be deemed to require any such

reimbursement, contributions, or other payments.

Q. Agency Notification of Hiring/Termination of Mobile

Intensive Care Nurses: Contractor shall notify the

Agency's Office of Prehospital Certification within

fifteen (15) working days of the hiring or termination

of any MICN as well as failure of the MICN to meet

established guidelines set by the Agency in

maintaining current certification.

(1) The Agency's Office of Prehospital Certification

shall advise Contractor in writing within twenty

(2) calendar days of receipt of the notice of

hiring as to whether the individual's

certification is current.

(2) Failure of an MICN to meet current certification

requirements established by the Agency and Agency
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mandated courses shall result in immediate

suspension of his/her MICN certification.

R. Quality Improvement (QI): Contractor shall have a

current prehospital care QI plan approved by the

Agency and ensure participation in the Agency's

systemwide QI program by designating a representative

for the meetings.

Contractor shall have a process developed,

with input from the Base Hospital Medical Director,

base hospital physician, the PCC, MICNs, paramedics,

and Hospital administration to:

(1) Identify important aspects of prehospital care

issues.

(2) Identify indicators for those important aspects.

(3) Evaluate the prehospital care and service,

including trends, to identify opportunities for

improvement.

(4) Take action to improve care and service, or to

solve problems, and evaluate the effectiveness of

those actions.

S. Paramedic Communications System (PCS):

(1) Provide the specific PCS Base Hospital
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Communications Equipment, Attachment "F-6",

attached hereto and incorporated herein by

reference, meeting the operational requirements

and standards as determined by the Director of

the ISD. Any changes in required communications

equipment shall be mutually agreed upon between

the parties. These changes shall be made in

consultation with the Agency's PCS manager.

(2) Acquire and maintain in effect throughout the

term of this Agreement FCC licenses for such

communications equipment in accordance with

California Public Safety Radio Association

("CPSRA") procedures.

(3) Operate, maintain, and repair Contractor-owned

PCS equipment in accordance with standards

promulgated hereunder.

(4) Obtain leased lines to current or new remote

control stations or to a closer termination point

on new or current stations or lines jointly

determined by Contractor, Director, and ISD, if

Contractor is afforded capability of remote

control radio stations located at a County site
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or other remotely located site. If the remote

radio stations are located at a non-County site

and are owned by Contractor, then Contractor

shall also pay for all costs associated with the

maintenance and repair of such stations, and for

all costs of the A.C. power required for

operating the equipment.

(5) Comply with the Communication Equipment

Maintenance Standards, Attachment "F-7", attached

hereto and incorporated herein by reference.

Contractor further agrees to operate its PCS

equipment in accordance with the transmitter

power output and antenna specifications as

previously defined in Attachment "F-6".

(6) Comply with channel assignments made by Agency

for communication with paramedics.

(7) Provide training of Contractor personnel assigned

to Contractor's PCS operation on the use of

communications equipment previously listed in

Attachment "F-6".

(8) Have the capability of emergency maintenance and

repair of PCS equipment, as well as periodic
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preventive maintenance, either by its own

personnel or through a communications service

company which has a service contract with

Contractor and which has a demonstrated

capability of providing the required services.



ATTACHMENT F-1

TRAUMA CENTER SERVICE AGREEMENT

COMMUNICATIONS MANAGEMENT COMMITTEE

1. PURPOSE: The Communications Management Committee ("CMC") is organized to
provide technical and administrative assistance in the design, maintenance, and operation
of the PCS to the PCS Manager.

2. ORGANIZATION: The CMC shall be composed of the following representatives or
their designees:
a. PCS Manager, appointed by the Director of the Department of Health Services;
b. Chief Deputy Director, Internal Services Department;
c. Executive Director, Healthcare Association of Southern California;
d. Consultant, nominated by the EMSC;
e. Representative, nominated by the Los Angeles County Ambulance Association;
f. Representative, nominated by the Los Angeles County Chapter of the Southern

California Fire Chief Association.
g. Representative, nominated by the Base Hospital Advisory Committee.
h. Failure of the listed non-County agencies to appoint representatives to the CMC

shall not invalidate the formation of the CMC.
i. Alternative arrangements which fulfill the purposes of this committee may also be

utilized with the approval of the local EMS Agency.
3. RESPONSIBILITIES:

a. Assess current operations of PCS;
b. Identify current and on-going problems;
c. Develop solutions and schedules for resolving problems;
d. Report status to participants of PCS on a regular basis; and
e. Bring major problems to the attention of the directors of the local EMS Agency

and the Internal Services Department.
4. MEETINGS: The CMC shall meet on an "as needed" basis as determined by the PCS

Manager.







ATTACHMENT F-3

TRAUMA CENTER SERVICE AGREEMENT

RECEIVING HOSPITAL OUTCOME DATA

The following data elements are to be entered on to the Base

Hospital Form and into the County=s automated data collection

system (TEMIS), for all patients where Hospital provided base

hospital medical direction to prehospital care personnel and

patient was delivered to its emergency department via the

County=s prehospital care system:

Admitted to: Rm# _____

 Ward

 OB

 ICU/CCU

 OR

 Stepdown

 Other _________________

 Expired

 Discharged

Transferred from ED to    
Hosp Code

ED Diagnosis      
ICD-9 Code
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TRAUMA CENTER SERVICE AGREEMENT

TEMIS HOSPITAL HARDWARE AND SOFTWARE SPECIFICATIONS

DESCRIPTION TOTAL QUANTITY

Dell Optiplex GX110 600 MHZ P-III 1

Mid-size Desktop Chassis 1

10/00 Ethernet 1

256K Cache 1

10/20 GB Tape Drive 1

3 Com V90 56K Voice 1

48xCD ROM 1

Audio PCI 64 Voice 1

6.4 Gb EIDE Hard Drive 1

128MB Non-ECC SDRAM 1 DIMM 1

M770 17 inch Monitor 1

4MB Video 1

Space Saver Keyboard 1

Dell Mouse 1

HP LaserJet 2100XI 1

10PPM 4MB 1200DPI PAR IR EIO Slot 1

Windows Client 2000 1

Personal Oracle 8.X 1

PC Anywhere 9.X 1

Norton Antivirus 2000 1

LA Base 4.0 1



ATTACHMENT F-5

PARAMEDIC BASE HOSPITAL REQUIREMENTS

HOSPITAL EMPLOYEE
ACKNOWLEDGMENT AND CONFIDENTIALITY AGREEMENT

REGARDING BASE/TRAUMA HOSPITAL DATA COLLECTION OBLIGATION

HOSPITAL :

I hereby agree that I will not divulge to any unauthorized person
any data or information obtained while performing work associated
with my employer=s base/trauma hospital data obligations. I
agree to forward all requests of the release of any data or
information received by me to my employer=s TEMIS supervisor.

I agree to keep all hospital, patient, and/or agency identifiable
TEMIS data confidential and (unless authorized by the patient or
the appropriate agency/hospital CEO) to protect these
confidential materials against disclosure to other than my
employer or County authorized employees who have a need to know
the information.

I agree that all TEMIS software application modules, and all
modifications, enhancements, and revisions thereof and thereto,
and all materials, documents, software programs and
documentation, written training documentation, aids, and other
items provided to hospital by County for the purposes of the
Trauma and Emergency Medicine Information System (TEMIS) data
collection shall be considered confidential. As such, I will
refrain from reproducing, distributing, or disclosing any such
confidential County products except as necessary to perform the
Hospital=s base/trauma hospital data collection obligation.

I agree to report to my immediate supervisor any and all
violations of this agreement by myself and/or by any other person
of which I become aware. I agree to return all confidential
materials to my immediate supervisor upon completion of my
employer=s data collection obligation or termination of my
employment with my employer, whichever occurs first.

I acknowledge that violation of this agreement may subject me to
civil and/or criminal action and that the County of Los Angeles
may seek all possible legal redress.

NAME: DATE:
(Signature)

POSITION:
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TRAUMA CENTER SERVICE AGREEMENT

BASE HOSPITAL COMMUNICATIONS EQUIPMENT

The following list describes the minimum equipment requirements
involved in the Hospital's portion of the Emergency Medical
Service Communications System (EMSCS).

I. MED 1-8 RADIO STATIONS
A. Radio Equipment

1. 2 each - Transceiver, 4-channel, transmitter output adjustable between
20-45 watts, with CTCSS and "AND" squelch

2. 2 - Duplexer
3. 2 each - Antenna, Omni-directional, vertically polarized, typically 5.0 dB

gain
4. 2 each - Hardware Kit, Antenna Mounting
5. 2 each - Coaxial cable, (5/8 hardline type) low-loss at UHF, including

connectors, etc. (maximum length - approx. 100 ft.)
B. Radio Transmitter Power - Power output of each MED 1-8 transmitter shall be

adjusted for 20 watts to appear at the base of the antenna.

Base hospital agrees to upgrade EMSCS equipment as described in Radio Specifications 1927
and 1928 as revised by County of Los Angeles Internal Services, to meet the State Emergency
Medical Services Authority EMSA. Future FCC mandates to operate on Digital Modes and
Narrow Band Frequency standards, when adopted by public safety Radio Communications
organizations, such as APCO, must be kept in mind if replacing e the State Emergency Medical
Services Authority=s EMSA Narrow Band Frequency Standard when adopted.

II. MED 9 RADIO STATION
A. Radio Equipment

(1) 1 each - Transceiver, Single-Channel, transmitter output adjustable
between 20-45 watts, with CTCSS and "AND" squelch.

(2) 1 each - Duplexer
(2) 1 each - Coaxial cables (5/8 hardline type) low-loss at UHF, including

connectors, etc. (maximum length - approx. 100 ft.)
(3) 1 each Antenna, Omni-directional, vertically polarized, typically 5.0 dB

gain.
(4) 1 lot Hardware Kit, Antenna Mounting.

B. Radio Transmitter Power
Power output of the MED 9 transmitter shall be adjusted for 20 watts to appear at
base of antenna.
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Base hospital agrees to upgrade Paramedic Communication system (PCS) equipment as
described in Radio Specifications 1927 and 1928 to meet the State Emergency Medical Services
Authority=s EMSA Narrow Band Frequency Standard when adopted.



ATTACHMENT F-7

- 1 -

TRAUMA CENTER SERVICE AGREEMENT

COMMUNICATIONS EQUIPMENT MAINTENANCE STANDARDS

I. Radio station room, antenna structure and control lines
A. Radio Station Room

1. Radio equipment shelter (with sufficient space to install three (3) radio
stations). (Not required if the Hospital has suitable existing facility to
house radio station equipment on roof or top floor of Hospital=s tallest
building.

2. 1 each Power Distribution Panel (wired to hospital=s emergency A.C.
power as well as commercial power)

3. 5 each A.C. Power Outlets near radio stations and connected to Item No. 2
above

4. 1 lot - Hardware Kit, Antenna Mounting
B. Antenna Structure

1. 1 each Tower, antenna, up to 60 ft. or other structure suitable for antenna
mounting (installed near radio station room)

C. Radio Control Lines
At least four (4) sets of 4 wire circuits (one set per transceiver and one spare set
must be installed by hospital from terminal block(s) in the radio station room
termination points close to the control consoles.

D. Control Consoles and Paramedic Telephones
1. Location in the Emergency Department
2. Console Equipment

a. 1 each - Hospital Coordination Console (HCC) per Specification
No. 1928, or other suitable tone/remote control console with
DTMF decoder

b. 2 each - Medical Communications Console per Revised.
Specification No. 1927

Above item can be a single equipment instead of two, if provision is made for control of both
MED 1-8 transceivers from the single console. Provision must also be made for connection of
both paramedic emergency telephones to the single console. The Console must provide means to
log all traffic via radio channels and telephone calls to the console. The recording medium must
be of archival quality. It is recommended that, unless space considerations for the consoles are
the Hospital's primary concern, two MCTC's be installed.

II. Power Outlets
At least 8 A.C. power outlet shall be provided. Outlets must be connected to Hospital's
emergency power system as well as commercial power.
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III. Paramedic Emergency Telephones
Two telephones with telephone lines shall be dedicated for paramedic/hospital
communications.

IV. Maintenance and Trouble Call Reporting
A. Purpose: To provide preventive and ongoing maintenance and/or repair for PCS

Equipment.
B. Responsibilities of Hospital:

1. Provide the local EMS Agency with evidence of 24 hours per day, 7 days
per week maintenance and repair service for radio and system equipment.

2. Report problems to the Internal Services Department.
3. Perform or cause to be performed the following preventive maintenance:

a. Quarterly: Systems check to include:
(1) console functions and operation;
(2) transmit and receive test of all frequencies.
(3) Clean and service base hospital console tape deck.
(4) Confirm operational performance of all EKG related

equipment.
b. Annually:

(1) FCC frequency and deviation test for all radios;
(2) Visual inspection of the antenna structures;
(3) Solicit report from assigned field provider units about any

chronic communication problems to include but not be
limited to field equipment, dead space, radio failure and
co-channel interference, and submit a written report to the
local EMS Agency about such problems.
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Exhibit II

Contract No. ____________

TRAUMA CENTER SERVICE AGREEMENT

AMENDMENT NO. 1

THIS AMENDMENT is made and entered into this ___________ day of
____________________, 2010,

by and between COUNTY OF LOS ANGELES
(hereafter "County"),

and __________________________
(hereafter "Contractor").

WHEREAS, the parties hereto have previously entered into a written agreement

entitled "TRAUMA CENTER SERVICE AGREEMENT", dated July 1, 2008, and further

identified as County Agreement No. _______________, and any Amendments hereto; and

WHEREAS, the parties wish to amend the Agreement to reflect the addition of

Antelope Valley Hospital (AVH) as a new Trauma Center, effective on the date of Board

approval; and

WHEREAS, the parties which to revise the funding allocation of Claims-Based

funding and/or Lump-Sum Funding for Continued Access to Emergency Care for Medi-Cal

Beneficiaries and/or Base Hospital Services for Continued Access to Emergency Care for

Medi-Cal Beneficiaries as altered by Federal Medical Assistance Percentage funding for

Fiscal Year 2009-10; and

WHEREAS, Agreement provides that changes may be made in the form of a written

amendment which is formally approved and executed by the parties.
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NOW, THEREFORE, the parties agree as follows:

1. The TERM of this Agreement is effective upon Board of Supervisors approval

to and including June 30, 2010.

2. Exhibit B, PROVISIONS FOR REIMBURSEMENT, Paragraph II.B, LUMP

SUM FUNDING FOR CONTINUED ACCESS TO EMERGENCY CARE FOR MEDI-CAL

BENEFICIARIES:, of Agreement shall be revised and replaced to read as follows:

"B. For Fiscal Year 2009-10, the total County maximum obligation shall

be $16.2 million, funded by Measure B funds. Except as set forth in

this Exhibit, the following funding allocation shall be the basis for the

County's recommendation to the State for allocation of the IGT and

Federal matching funds:

Childrens Hospital $ 340,122

All other trauma hospitals $15,840,878

The parties acknowledge that the above amounts are funded

by Measure B TPA Funds as described above, and that this

aggregate amount for FY 2009-10 may increase based on (1) a

percentage change, if any, in the total revenue generated for FY

2009-10 as compared to FY 2008-09 (the base year); and/or (2) the

adjustment by the cumulative increase to the medical component of

the Western Urban Consumer Price Index from July 1, 2003, as

established by the United States Bureau of Labor Statistics if set by

the Board of Supervisors, exclusively (Measure B Adjustment). As a

result, the total maximum allocation may exceed the aggregate of
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$16.2 million, taking into account a Measure B Adjustment to the

Measure B TPA Funds. The parties also agree that the amount

resulting from any Measure B Adjustment applied to the Lump Sum

Funding for Continued Access to Emergency Care for Medi-Cal

Beneficiaries may be applied, in whole or in part, to increase the

maximum obligation for the (1) Claims-Based funding and/or (2)

funding for Base Hospital Services for Continued Access to

Emergency Care for Medi-Cal Beneficiaries, as set forth below, rather

than to the Lump Sum Funding for Continued Access to Emergency

Care for Medi-Cal Beneficiaries maximum obligation.

Except for the funding allocation to UCLA Medical Center, the

total of the funding allocations above shall comprise the IGT for FY

2009-10, which will enable the County-designated trauma hospitals to

receive Federal matching funds in approximately the same amount,

dollar for dollar. The County shall recommend to the State that the

IGT and Federal matching funds be divided among all Contractor

trauma hospitals according to trauma center losses as described

above."

3. Exhibit B, PROVISIONS FOR REIMBURSEMENT, Paragraph III.B,

FUNDING FOR BASE HOSPITAL SERVICES FOR CONTINUED ACCESS

TO EMERGENCY CARE FOR MEDI-CAL BENEFICIARIES:, of Agreement

shall be revised and replaced to read as follows

"B. For Fiscal Year 2009-10, the total County maximum obligation shall
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be approximately $3.1 million (approximately $2.5 million for the IGT

and $600,000 for UCLA Medical Center). Except as set forth in this

Exhibit, the County shall determine the funding allocation of the IGT

and Federal matching funds, as well as the direct payment to UCLA

Medical Center, by taking into account call volume for the prior

calendar year of service, including Standing Field Treatment Protocols

(SFTPs requiring medical direction (joint runs) and excluding

information only calls for all trauma hospitals providing base hospital

services, as follows:

CALL VOLUME MAXIMUM AMOUNT

Up to 1,500 calls/month $ 540,192

1,501 to 3,000 calls/month $ 658,257

Over 3,000 calls/month $ 776,328

CONTRACTOR MAXIMUM AMOUNT

Antelope Valley Hospital (Estimated) $ 135,048

California Hospital Medical Center $ 540,192

Cedars-Sinai Medical Center $ 540,192

Providence Holy Cross Medical Center $ 540,192

Huntington Memorial Medical Center $ 540,192

Henry Mayo Newhall Memorial $ 540,192

Long Beach Memorial Medical Center $ 540,192

Northridge Hospital Medical Center $ 540,192

St. Francis Medical Center $ 540,192
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St. Mary Medical Center $ 540,192

The County shall provide the following directly to UCLA

Medical Center:

CONTRACTOR MAXIMUM AMOUNT

UCLA Medical Center $ 540,192

Except for UCLA Medical Center, the parties acknowledge that

the funding allocations to be determined according to each trauma

hospital's call volume shall be comprised of 50% of IGT and 50% of

Federal matching funds (or as altered by Federal Medical Assistance

Percentage funding). If it is determined that the call volume for any or

all of the trauma hospitals has increased such that the maximum

amount to be paid exceeds the maximum county obligation as set

forth above, the Department shall seek approval from the Board of

Supervisors for additional funding as needed.

The parties acknowledge that this funding is comprised in part

by revenue generated by Measure B Trauma Property Assessment

(TPA) Funds as allocated by the County Board of Supervisors. The

parties further acknowledge that the Measure B TPA Funds may vary

based on (1) a percentage change, if any, in the total revenue

generated for FY 2009-10 as compared to FY 2008-09 (the base

year); and/or (2) the adjustment by the cumulative increase to the

medical component of the Western Urban Consumer Price Index from

July 1, 2003, as established by the United States Bureau of Labor
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Statistics if set by the Board of Supervisors, exclusively (Measure B

Adjustment). As a result, the total maximum allocation may exceed

the aggregate of $3.1 million, taking into account a Measure B

Adjustment to the Measure B TPA Funds. The parties also agree that

the amount resulting from any Measure B Adjustment applied to the

funding for Base Hospital Services for Continued Access to

Emergency Care for Medi-Cal Beneficiaries may be applied, in whole

or in part, to increase the maximum obligation for (1) Claims-Based

Funding and/or (2) Lump-Sum Funding for Continued Access to

Emergency Care for Medi-Cal Beneficiaries, rather than to the funding

for Base Hospital Services for Continued Access to Emergency Care

for Medi-Cal Beneficiaries maximum obligation."

4. Except for the changes set forth hereinabove, the wording of Agreement shall

not be changed in any respect by this Amendment.

IN WITNESS WHEREOF, the Board of Supervisors of the County of Los Angeles

has caused this Amendment to be subscribed by its

/

/

/

/

/

/

/
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/

Interim Director of Health Services and Contractor has caused this Amendment to be

subscribed in its behalf by its duly authorized officer, the day, month, and year first above

written.

COUNTY OF LOS ANGELES

By _______________________________
John F. Schunhoff, Ph.D.
Interim Director

Contractor

By ________________________________
Signature

________________________________
Printed Name

Title _______________________________
(AFFIX CORPORATE SEAL)

APPROVED AS TO FORM:

ANDREA SHERIDAN ORDIN
County Counsel

By ____________________________
Principal Deputy County Counsel




